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The most accurate impression material ever offered! 


IT’S HERE! 


The New Injection Type Coe-Flex 
is now available at your dealers. It 
has ALL of the superb qualities of 
Coe-Flex (Regular Type), the pop- 
ular rubber impression material, 
plus the ability to permit ample 
working time when used in the 
Coe-Flex Syringe for impressions 
of single and multiple tooth prep- 
arations. It’s easy to use, 

elastic, highly accurate, 


Order from your dealer 


tough, and completely satisfactory 
in every way. Impressions are eas- 
ily removed, can be poured any 
time, and dies and casts may be 
constructed at leisure. 

An Adhesive is supplied with- 
out extra charge for firmly affix- 
ing Coe-Flex to any surface (metal, 
plastic, or compound). 

Injection Type Coe-Flex only 
$5.00 per pkg.; $4.50 per pkg. in 
3 pkg. orders. Syringe $8.00. Call 
your dealer today, or write for 
details. 


COE Laboratories, Inc. 
Chicago 21, Illinois 


The Journal of the American Dental Association is published monthly by the American Dental Association at 
222 E. Superior St., Chicago II, Ill. Printed in U.S.A. Second class mail privileges authorized at Chicago, III. 
Subscription $7.00 a year in U.S.A.; $8.00 foreign. Issue of January, 1957, Vol. 54, No. I. Copyright 1957 by the 
American Dental Association. 
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For those countiess routine 

M.0.D. and Simple inlays, 
“MODULAY"™ never fails. 
Certified A.D.A. Type 8 

Medium Hard — Gold 

per dwt. $2.15 Fi 
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PRESORIBE A’ 


ee FOR DENTAL CARE 


Fine dental instruments are 
judged by the high standards you 
establish. To be sure of equal 
quality in a toothbrush for your 
patients, prescribe an Oral B. 


This softer brush is designed to 
protect both teeth and gums effec- 
‘ tively. The gentle action of more 

| than 2500 very thin synthetic 

' bristles with smooth tops makes 
S this possible. Try one yourself 
and feel the difference. 


In 3 sizes for all the family 


TOOTHBRUSH 


Oral B Company + San Jose, California 
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“convenience at your finger tips 


500 PROFESSIONAL TOWELS plus 


De nses the 


Ask for PROFESSIONAL TOWEL DISPENSER UNIT = 1095— 


is) DISPENSE = 
Satin finish won't discolor, won't scratch, cleans 
Ay, 
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NOW IS THE TIME TO MODE 


...Wwith a Ritter Equipped Operatory 


A modern operatory means more re- 
laxing, attractive surroundings for 
you and your patients. More impor- 
tant, an operatory with advanced- 
design equipment assures easier, 
more efficient practice days. 


Increasing numbers of patients will 
be looking to you for professional 
examination and treatment . . . and, 
in addition to respecting your skills, 


Ritter 


they'll appreciate the presence of 
modern, complete facilities. 


When you are considering a new 
operatory, or an additional one, con- 
tact your Ritter dealer . . . he will be 
pleased to give you the complete 
story on the flexibility, efficiency, de- 
pendability, economy and wide tech- 
nique facilities of modern advanced- 
design Ritter equipment. 


1025 RITTER PARK @ ROCHESTER 3, N. Y. 
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Shown here are a few 
of the “best sellers” 
in the popular 
Crescent line... 


CRESCENT 
ARTICULATORS 


are made in a wide variety of models rang- 
ing from a small, two-piece articulator (for 
those who believe the bite shouldn't be 
changed after it has been placed in the artic- 
ulator) to a large comprehensive model con- 
structed to reproduce all of the essential 
anatomical movements. All are illustrated 
and described in the New Crescent catalog. 
Whether YOU are interested in a simplified 
laboratory model, one recommended for 
general use, or one sponsored by Study 
Clubs, you will find it here. 

Crescent Articulators are known for their 
design, fine construction and practical use- 
fulness among dentists and laboratory men 
throughout the world. 


FREE 


Get the facts about 
articulators. Write for 
your free copy of this 
informative brochure. 

...A complete price 
list of articulators and 
parts is included. 


CRESCENT DENTAL MFG. CO. 
TODAY 1839 S. Pulaski Road, Chicago 23, Illinois 
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Patients grow accustomed to 
dentures more quickly when 


dentists take these brief steps to 


Establish Confidence 


For any new prosthetic patient, a 
denture requires a “break-in period” 
. «. psychic as well as physical. 


Dentists can shorten the extent of 
this period by pointing out the recent 
and remarkable advances in pros- 
thetic science that the new patient 
can now enjoy . . . in appearance, 
in comfort, and in function. 


Dentures of Characterized Lucitone 
unquestionably offer the most effec- 
tive way to demonstrate these ad- 
vantages and gain the patient’s en- 
during confidence. Their “built-in” 
characterization is infinitely variable 
to meet the needs of the patient and 
dentist, as well as the requirements 
of the laboratory. 


GINGIVAL TONE 


in controlled areas over 
the necks of the teeth 


VERTICAL FIBERS 
simulate vascular ap- 
pearance of labial and 
buccal surfaces 


LENGTHWISE FIBERS = 
impart a lifelike ap- 
pearance even in pala- 


Built-in Characterization 


tal areas 


Make this instruction routine: 


Finish thie once ia acterized LI} [ TO | 


For modern materials call on Co A U a K Milford, Delaware 


|| 

é 

$ 

a 

4 

id an 

‘ 


placed either by brush 
or with a Crown Form 


This large tip and corner prob- 
lem was efficiently solved b 
the use of Colorfast KADON. 
Either technic of placement... 
the brush or the Crown Form 
... provides tight adaptation, 
with minimum discomfort to 
the patient and excellent es- 
thetic effect. 


In important anterior locations, 
before placing the Kadon fill- 


For modern materials call on 


ing, the use of Caulk Cavity 
Primer is recommended to make 
dentine and enamel chemically 
receptive. 


FOR POSTERIORS: BYCOR 

Where indicated, this resin- 
silica composition produces 
fillings of lifelike appearance. 
Bycor is easy to manipulate, 
tight in adaptation, = to 
set. Permits prompt finishing. 


CAULK Milford, Delaware 
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You will immediately see the 
difference in golds made by the 
Baker Deoxidizing Process. 
They melt, cast and finish 
easier, cleaner and much denser 
—especially when using the 
new natural or mixed gas sup- 
ply now used in most cities. 


UNICAST 


INLAY SOFT A 

BAKER 75—extra hard rich color bridge gold 

CHICAGO 4—all purpose partial and removable 
bridge gold 


Castings made of these ad- 
justed alloys are so free from 
microscopic surface porosity 
that they are exceptionally re- 
sistant to all mouth tarnish. A 
small trial order from your 
dealer will convince you. 


BAKER DEOXIDIZED GOLDS ARE AVAILABLE IN... 
INLAY HARD C 


* INLAY MEDIUM B 


lar all 


BAKER & CO., INC. 
850 PASSAIC AVENUE @ EAST NEWARK, N. J. 
NEW YORK CITY 


economy gold 


e SAN FRANCISCO 


CHICAGO 
30 Church $e. 55 E. Washington Street 760 Market Street 


a A 

4 | 

BAKER 4 
| 


EL! 


Comparison of stability of penicillin G 


and penicillin V in acid media 


MINUTES 


PENICILLIN G 


PENICILLIN V 


Lity 


QuALIT v / RESEARCH 


Dosage: 125 or 250 mg. 
t.i.d. 


Supplied: Pulvules, 125 
mg. (200,000 units) 
Pulvules, 250 mg. (400,000 
units) 


Available on your prescrip- 
tion from all pharmacies. 


‘- after 30 min., 14% 


after 60 min., <1% | 


The penicillins have been subjected to 
a pu of 1.5 at 37°C. at the stated time 
intervals. The percentages shown ex- 
press the residua! potency. 


more dependablie oral penicillin 


V-CILLIN 


(Penicillin V, Lilly) 


produces 5O to 100% higher blood levels 


*V-Cillin’ gives you the greatest assurance of suc- 
cessful oral penicillin therapy. It is acid stable. Peni- 
cillin V is the only penicillin that passes through 
your patient’s stomach without loss of potency and 
is rapidly absorbed in the duodenum. 

‘V-Cillin’ merits your preference for all penicillin- 
sensitive infections, such as suppurative periodonti- 
tis, pericoronitis, alveolitis, cellulitis, and abscesses. 
It is also indicated prophylactically before and after 
oral surgery. 


733010 


LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


after 10 min., 35% 
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@ By Austenal, Inc. AUSTENAL, INC. 
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@ The trend is definite. Today's patients want and 
expect the best in dentistry—just as they do in all 
goods and services they buy. With higher disposable 
income they can afford to do so. The advanced 
prosthetics and quality workmanship of the Vitallium 
processing laboratories are the result of a planned 
effort to help you meet this higher standard. Rely upon 
them to aid you in the enhancement of 


| your services and to please your patients. 


NEW YORK + CHICAGO 
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AVAILABLE IN THE WIDEST 
ASSORTMENT OF STYLES, SIZES 
AND SHANK LENGTHS 
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BUSCH BURS ARE DISTRIBUTED ONLY UNDER THE NAME OF BUSCH BY 


62 COOPER SQUARE .NEW YORK 3,N.Y. 
BUSCH BURS . HORICO DIAMOND ABRASIVES - AJUSTO HAND PIECES - STAINLESS INSTRUMENTS 
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BUY 


PERFORMANCE... 
DEPENDABILITY... 
QUALITY... 


UNIFORMITY 
2K SUPERIOR CRAFTSMANSHIP 
2K EXACTNESS TO PATTERN 
2K FINEST STAINLESS STEEL 
2K SHARP CUTTING EDGES 
LASTING “LUSTRA FINISH” 


LeU LA Guo 


309 Main Street, Niogera Falls, N. Y. 
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WHERE DO WE STAND ON 
NEYORO PORCELAIN TODAY ?? 


We are tremendously enthusiastic about it be- 
cause it is positively filling a need that has long 
been recognized in the profession. We are en-. 
thusiastic about it because we have solved the 
mechanical problems of leak-proof bond, of non- 
cracking. We have one of the strongest and most 
corrosion-resistant porcelains, along with the 
advantage of its being low fusing. 


We have also made another new metallurgical 
contribution—and something entirely new in the 
field—a gold, Ney-Oro P-9, that has the strength 
as well as the convenient castability of the best 
bridge golds. 


Through the efforts and suggestions of many 
individuals in the field, surface texture and the 
illusion of depth in the body and simulation of 
incisal transparency have been and are continu- 
ing to be improved. “Progress Bulletins”, pub- 
lished especially for Neyoro Porcelain users, high- 
light continued developments. 


THE J. M. NEY COMPANY | SINCE 1812 


HARTFORO CONN. 
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We cordially invite your inquiry for 


application for membership which af- 
fords protection against loss of income 
from accident and sickness as well as 
benefits for hospital expenses for you 


and all your eligible dependents. 


SURGEONS 
DENTISTS 


ASSOCIATIONS 
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MOUTHWASH | 


used routinely as spray or rinse 

delightful minty flovor 
ae —no “medicated” taste 

_ @ refreshing and deodorizing 


@ contains effective detergent 
“Aquett’—yet is entirely 


¥ non-astringent 
@ ideal for pre-impression use 
@ disperses ropy saliva 


® prevents mirror fogging 
@ economical 

—1 gallon makes 
4 gallons of 
mouthwash 


CHaIR PROCEDURE | 
with 

Toke 
| pa advantage of this, 
fon to SPECIAL PROFESSIONAL OFFER 
1 gallon bottle postpaid for, 
| only ae 

PHYSICIANS CASUALTY | Jersey City, N. J. Send €.0.D. 
Please send me______gallon(s) Green Mint 

| Movthwash, et $2.50 per gallon. ree 
EALTH | | 
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Observe how a bird builds its 
nest—how it binds and weaves and cements—the 
instinctive use of structure to build strength. ‘ 


Nature builds strong natural teeth with the same infinite 
care by developing a dense, homogenous internal structure . . . and man-made teeth 
must be fabricated from a material which has a similar internal structure in order to provide the 
maximum possible strength for the wearer of artificial dentures. 


The vacuum fired porcelain of Trubyte Bioform Teeth approaches 
this natural perfection of structural material. The internal and external 
gases causing the voids and air bubbles in conventional porcelain 
have been substantially removed. A denser, more homogenous 
material results that allows grinding and polishing without risk of 
chipping or flaking. 


CONVENTIONAL AIR TRUBYTE BIOFORM VACUUM For greater strength and more beautiful 
FIRED PORCELAIN FIRED PORCELAIN esthetics for all your complete and partial 


denture requirements, specify the one and only 
Trubyte Bioform Vacuum Fired Porcelain 
Anteriors and Posteriors. 


® 
Note in these two photomicrographs how the Bioforni 
denser, more homogenous structure of vacuum 
fired porcelain is substantially free from the voids 


and bubbles found in conventional porcelain. The VACUUM FIRED PORCELAIN Teeth 


THE DENTISTS’ SUPPLY COMPANY OF N.Y. 
YORK, PENNSYLVANIA 
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Invisible Class III gold foil restorations 


Alexander Jeffery, D.D.S., Seattle 


The cosmetic appearance of _ fillings 
placed in the anterior teeth is usually of 
greater importance to most patients than 
the permanency of the restorations. This 
requirement challenges the dentist who 
desires to provide his patients with the 
most permanent, as well as the most 
esthetic, restoration. 

Inasmuch as many young people have 
small carious regions in the proximal 
surfaces of the maxillary anterior teeth, 
this article will describe the operative 
procedures entailed. 

A local anesthetic should be adminis- 
tered, a rubber dam placed over a suffi- 
cient number of teeth and a separator 
judiciously applied so that the smallest 
cavity possible can be made either 
lingually or labially. Care must be exer- 
cised not to undermine the incisal enamel 
or destroy the enamel which comes into 
contact with the proximating tooth. 
After the dentin has been insulated and 
the enamel walls planed, the separator 
can be removed and a silicate cement fill- 
ing placed in the cavity. These cavities 
should be refilled as many times as is 
necessary, using care not to extend the 


cavity any further than the disintegration 
of the cement or carious region requires, 
until it is deemed advisable to insert a 
more permanent filling. 

Gold foil unquestionably is one of the 
finest filling materials in the hands of a 
skilled operator when used in properly 
selected instances. Because gold foil calks 
the cavity, it should not be compared 
to the gold or porcelain inlay which is 
sealed in place with cement. 

The distal surface of any cuspid is ideal 
for the placement of a gold foil filling 
because in most instances the completed 
filling is not visible from the labial aspect. 
Often gold foil restorations can be in- 
serted in the proximal surfaces of maxil- 
lary teeth so as to be invisible to the lay 
observer. The position of the proximal 
tooth as well as the location and size of 
the cavity may be a determining factor 
in governing the choice of filling mate- 
rial to be used. All too frequently the 
outline of the Class III cavity is made 
to conform to instrumentation for the 
sake of easy access and a definite opera- 
tive procedure, instead of making instru- 
ments and cavity outline conform to the 
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varying operative technics which the 
dentist and his patient may desire for 
esthetic reasons. 

An invisible Class III gold foil restora- 
tion not only maintains appearance, but 
it also preserves tooth structure, and the 
operative procedure is equally as facile 
as the so-called standard Class III tech- 
nic. It is better to preserve the appear- 
ance and take a slight chance on recur- 
rence of caries than it is to make a filling 
which is displeasing to patients and to 
those who come in contact with them. 
G. V. Black stated,’ 


Decay seldom begins on the angles of any 
of the teeth and especially is this rare in the 
angles of the incisors and cuspids. When cavi- 
ties in these teeth are so cut that the margins 
approach the angles sufficiently to free them 
well from near contact with the approximat- 
ing teeth, extension for prevention is satisfied. 
An approach to the angle on that part of 
the surface rounding up to it is what is called 
for. ... In the preparation of a cavity in an 
incisor it should never be cut over onto the 
labial surface for the purpose of extension for 
prevention. . . . In these teeth the necessities 
for extension for prevention relate almost ex- 
clusively to broadening the cavity to the 
labio-gingival and the liriguo-gingival of the 
proximal surfaces . . . 


CAVITY PREPARATION 


The cavity preparation for proximal gold 
foil restorations in maxillary incisors and 
cuspids may be approached from the 
labial, the incisolabial, the lingual or the 
incisolingual aspect of the tooth. This 
paper describes the cavity preparation for 
and the insertion of a gold foil filling on 
the distal surface of a maxillary left cen- 
tral incisor. 

After a local anesthetic has been ad- 
ministered, the rubber dam is adjusted to 
include a sufficient number of teeth so 
that a separator can be secured firmly to 
the teeth with modeling compound. Sev- 
eral separators of similar size should be 
available. The slightly worn ones will be 
more easily adjusted to the teeth. The 
claws of the separators should engage the 


proximal teeth at the labiogingival and 
linguogingival angles. If necessary the 
claws can be reduced by placing a 
cylindrical stone between the lingual and 
the labial claws and grinding them so 
that. they will not extend into the inter- 
proximal space and interfere with the 
cavity preparation and finishing of the 
filling. The lingual bow of one side of 
the separator should be depressed and 
tipped out of line so that it will not inter- 
fere with vision and _ instrumentation 
(Fig. 1). 

Almost the entire operation is accom- 
plished with ease by working from be- 
hind the chair using indirect vision in a 
mirror. The cavity preparation is started 
by breaking down the weakened enamel 
over the carious region with a small 
bevel-edged hatchet type cutting instru- 
ment no. 2 (10-6-14-L) (Fig. 2). A small 
carbide inverted cone bur is used to cut 
the enamel at the linguogingival angle 
and to open the cavity gingivally and 
lingually. A medium size bevel-edged 
enamel hatchet no. 4 (15-8-14-L) is used 
to form an acute linguogingival angle 
well out toward the cingulum, and the 
beveled cutting side of the instrument is 
used to form the lingual wall. The gin- 
gival wall is extended as far gingivally as 
possible and toward the labiogingival 
angle of the tooth with a small inverted 
cone bur. It is important to extend a Class 
III cavity gingivally so that when the 
interproximal tissue recedes in future 
years the gingival margin of the filling 
will still be covered with tissue and the 
tooth protected from recurrence of caries 
in this region. 

A convenience pit is then formed in 
the labioaxiogingival angle with a very 
small inverted cone bur. This bur may 
be reduced in size by running the side of 
the bur on a smooth stone. A contra- 
angle instrument no. 5 (9-7-23-16-L) is 
used to form the gingival and labial walls 


1. Black, G. V. Operative dentistry, ed. 2. Chicago 
Medical-Dental Publishing Co., 1914, p. 214. 
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Fig. | * Separator adaptation and prepared distal 
cavity in maxillary left central incisor viewed from 
distolingual aspect 


at a slightly acute angle to the axial wall. 
The linguoaxiogingival angle is formed 
with a bayonet type angle former no. 9 
(6-80-2-2-L). The incisal retention re- 
gion is formed with a _ contra-angle 
hatchet no. 10 (3-2-32). The gingival 
enamel is planed with instrument no. 7 
(9-7-23-16). The labial, labiogingival 
and labioincisal enamel are planed with 
instrument no. 6 (9-7-23-16-R). All 
enamel margins are very slightly beveled 
with a very thin contra-bevel chisel no. 
11 (10-15-3). 

Three views of a model of a maxillary 
right central incisor in which a distal 
cavity has been prepared are shown in 
Figure 3. The cutting instruments used 
in preparing a similar cavity in a tooth 
are no. 1 (10-6-14-R); no. 3 (15-8- 
14-R); no. 6 (9-7-23-16-R); no. 8 
(6-80-2-2-R); no. 10 (3-2-32); no. 7 
(9-7-23-16); no. 5 (9-7-23-16-L) and 
no. 11 (10-15-3), respectively. 


PLACING THE GOLD FOIL 


The gold foil filling is started by con- 
densing one or two pellets of foil (size 
128) in the labioaxiogingival convenience 
pit with a small mon-angle condenser no. 
12. This will hold the gold securely for 
attachment of additional gold. It is not 
necessary or advisable to use a so-called 
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Fig. 2 © Instruments used in preparing an invisible 
Class Ill gold foil restoration 


holding instrument because the gold is 
anchored sufficiently and the instrument 
will interfere with efficient operating. 

A pellet of gold (size 64) is placed in 
the labiogingival angle and attached to 
the previously placed gold in the con- 
venience pit. A portion is allowed to ex- 
tend over the margin. Another pellet of 
gold is placed over this first pellet and 
allowed to extend over the labiogingival 
margin. The gold is then placed across 
the gingival wall with a slightly larger 
condenser no. 13 and into the linguo- 
gingival angle with a bayonet type con- 
denser no. 16. The gold extending over 
the margin is condensed with a no. 15 
foot condenser. 

The gold is then placed against the 
labial wall and over the enamel margin 
with a no. 14 mon-angle condenser, 
which has a condensing surface at right 
angles to the shaft of the instrument. 
The bulk of the gold is condensed to- 
ward the gingival margin with the mon- 
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Fig. 3 © Plaster model. Three views of prepared cavity in distal surface of max- 
illary right central incisor 


angle condenser no. 13. The gold is con- 
densed into the linguoaxial line angle and 
against the lingual wall with the bayonet 
condensers no. 16, 17 and 18. The gold 
is placed in the incisal retention area 
with hand condensers no. 20 or 21, and 
condensed with instruments no. 16, 17 
and 18. Gold is then placed from the in- 
cisal margin toward the gingival margin 
over the labial margin and attached to 
the previously placed gold from the 
lingual aspect with instrument no. 14 
and from the incisal aspect with instru- 
ment no. 15. The gold is condensed 
against the enamel by being wedged 
against the proximal tooth. The gold is 
then condensed against the _ incisal 
enamel with condenser no. 18, and over 
the linguogingival margins with con- 
denser no. 19. 


FINISHING THE RESTORATION 


The finishing is accomplished easily and 
quickly. A gold knife no. 22 is used as a 
swage in the proximal region and around 
the contact point from the lingual aspect. 
A push knife may be used as a swage 
against the gold over the labial and in- 
cisal margins. A foot condenser is used 
with light mallet blows to drive off the 
excess gold from the gingival margin. 


A gold knife and files no. 23 and 24 


should be used to remove the excess gold 
and contour the proximal surfaces. The 
excess gold on the lingual surface is re- 
duced with fine stones, finishing burs 
and polished with disks. 

The separation between the teeth is 
increased very slightly, and the labial 
margin is finished with a burnishing in- 
strument and extra fine cuttle disks. The 
incisal margin is rounded to form with 
large extra fine cuttle disks. A thin piece 
of matrix steel or a very fine ribbon saw 
is passed through the contact region. A 
thicker piece of matrix steel or a thinned 
Gordon-White saw is passed through this 
region to swage and harden the gold at 
the contact point. A fine, thin gold knife 
is used to contour the lingual and gingi- 
val part of the contact area. One or two 
extra narrow strips are used to polish the 
proximal region and contact point. An 
instrument may be pressed against the 
strip to polish any irregularities along the 
gingival margin. 

The separator is removed carefully 
and the firmness of contact with the 
proximal tooth tested with dental floss. 
An abrasive strip should never be passed 
through the contact area after the sepa- 
rator has been removed, for it cannot 
help but flatten or make the gold con- 
cave where there should be a contact 
point. If it is necessary to reduce the con- 
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tact point, a slightly worn, extra fine, 
narrow strip should be threaded through 
the interproximal area and worked to- 
ward the contact point. The teeth are 
wedged apart momentarily at the incisal 
margins with an orangewood stick and 
the contact point is polished. Figure 4 
shows the lingual view of a prepared 
cavity in the distal surface of the maxil- 
lary left central incisor and a gold foil 
restoration on the distal surface of the 
right central incisor. 

The success obtained with this type of 


Fig. 4 * Prepared cavity in distal surface of max- 
illary left central incisor, and gold foil restoration 
on distal surface of right central incisor, viewed 
from lingual aspect 
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restoration during the last 15 years has 
demenstrated the superiority of gold foil 
over silicate cement and porcelain inlays 
for restoring the proximal surfaces of 
maxillary anterior teeth. The patient 
usually is exceedingly pleased when he 
has difficulty in seeing the filling even 
with the aid of a magnifying mirror. The 
comment of the average patient is: 
“Where is it, I can’t see it, isn’t that 
wonderful?” Figure 5 illustrates a gold 
foil restoration on the distal surface of a 
maxillary right central incisor. 


ADVANTAGES OF GOLD FOIL 


The restoration described insures the 
tooth from decay. Caries can not recur 
at the gingival margin for a long period 
because the filling has been carried well 
under the free margin of the gingiva. It 
will not recur on the labial margin if 
the gold has been condensed properly 
against and over that margin. Caries 
could recur near the labiogingival margin 
if the patient had a high intake of re- 
fined carbohydrates and poor mouth 
hygiene habits. That is the patient’s re- 
sponsibility. If caries does recur in this 
region, the teeth can be separated slightly 
and a very small inverted cone bur used 


Fig. 5 * Left: Labial view of gold foil restoration with rubber dam retracting interproximal gingival 
tissues. Right: Distogingival view 
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to cut the smallest amount of tooth struc- 
ture, and the cavity filled with one or 
two pellets of gold (size 128), or if this 
is objectionable a silicate cement filling 
can be inserted. 

This type of restoration maintains the 
irreproducible beauty of the human tooth 
with what is conceded generally to be 
the most permanent filling material. It 


reduces the percentage of tragic losses 
of the incisal angle, because it retains 
the incisolabial tooth structure which af- 
fords support to the incisal angle. It is a 
pleasure to render this type of service to 
those who appreciate fine operative den- 
tistry and it is both remunerative and 
satisfying to the operator. 
518 Medical and Dental Building 


Determination of occlusal discrepancies 


John I. Ingle, D.D.S., M.S.D., Seattle 


The determination and correction of dis- 
crepancies of the occlusion is one of the 
most abused and least understood areas 
of dental practice. The dentist is exhorted 
constantly to develop acumen and dex- 
terity in this field. Unfortunately, how- 
ever, the profession is not cognizant of 
the foundation of occlusal therapy; 
namely, a simplified, uniform method of 
examination and analysis of dysfunction. 
Complex methods of diagnosis have dis- 
couraged the average practitioner from 
approaching this interesting subject. 
Moreover, a number of conflicting state- 
ments have served to confuse the picture 
of pathologic damage which might or 
might not develop should occlusal dis- 
crepancies be present. Most controversial 
is the belief that full occlusal correction 
must be undertaken for each patient who 
possesses an occlusal pattern that deviates 
from “normal.” 


THE SYNDROME 


The cliché, “to recognize the disease, one 
must first know the normal,” has served 
to interject a disturbing philosophy of 
treatment into the field of occlusion. Too 
often, the ideals of “normal” occlusion 
based on a mechanical complete-den- 
ture-concept of what is normal. Minor 
occlusal variance from this so-called 
“normal” has led to full scale occlusal 
equilibration, even though patients have 
exhibited no demonstrable damage from 
the dysfunction. Unquestionably, some 
patients who have been unaware of their 
occlusion and who have been satisfied 
with it are transformed into neurotics by 
suggestion and unnecessary treatment 
rendered by the occlusal therapist. 


Associate professor, periodontology. 


University of 
Washington, School of Dentistry, Seattle. 
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Fig. | © Left: Severe morsa! attrition related to premature contact between two sloping surfaces 
(arrow). On closure, mandible shifts forward into a protrusive position where attrition has developed. 
Damage is compounded by occupational bruxism. Right: Destruction of periodontal supporting struc- 
tures associated with traumatism [arrows): Second bicuspid is point of initial contact in centric 


closure. First bic 


On the other hand, occlusal discrepan- 
cies and traumatism may lead to, or con- 
tribute to, pathologic change in four den- 
tal areas: (1) the teeth; (2) the perio- 
dontium; (3) the dental arch; (4) the 
temporomandibular joint and its related 
musculature. 


Teeth * Occlusal discrepancies are often 
responsible for severe attrition of the 
morsal surfaces of the teeth (Fig. 1, left). 
Most pathologic attrition is related to 
bruxism, but frequently the motivation 
for the patient to grind his teeth arises 
from an occlusal interference, with the at- 
tendant subconscious attempt on the pa- 
tient’s part to wear away the tooth struc- 
ture and thus relieve the annoying point 
of interference. Any severe attrition, 
therefore, should suggest the possibility of 
occlusal interference. 


Periodontium * The exact nature and 
degree of the periodontal damage pro- 
duced by traumatism is still a debatable 
subject.! All authorities agree, however, 
that traumatism is a contributing factor 
in periodontal disease (Fig. 1, right). 
Consequently, when examination with 
the periodontal probe and evaluation of 
roentgenograms have revealed the pres- 


ispid is traumatized in lateral excursion (see Fig. 7, left) 


ence of periodontal disease, it is necessary 
for the dentist to expand his examination 
in an effort to determine whether occlu- 
sal discrepancies exist and if traumatism 
is an etiologic factor in the periodontal 
disease. 


Dental Arch * Individual teeth and seg- 
ments of the dental arch often are sec- 
ondarily displaced by tooth drifting that 
is related to abnormal chewing or gliding 
habits. Such habits, in turn, are frequently 
associated with occlusal discrepancies 
(Fig. 2, left). Beyron? has demonstrated 
the damaging results to arch alignment 
and continuity from unilateral or pro- 
trusive gliding mandibular habits which 
have developed from occlusal interfer- 
ence. Drifted teeth immediately challenge 
the examiner to determine the cause of 
their drift. 


Temporomandibular Joint and Related 
Musculature * Directional deviations of 
the mandible related to occlusal inter- 
ference will often be the etiologic factor 


|. Bhaskar, S. N.. and Orban, B. Experimenta! occlu- 
sal trauma. J. Peridont. 26:270 Oct. 1955 

2. Beyron, H. L. Occlusal changes in adult dentition. 
J.A.D.A. 48:674 June 1954. 
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in temporomandibular joint disturbance. 
Mandibular overclosure associated with 
posterior extractions, or condylar displace- 
ment in any direction, may thoroughly 
traumatize the condylar area (Fig. 2, be- 
low). The resultant damage in the joint 
will be manifested by pain, referred pain, 
muscle trismus and often crepitus and 
cracking sounds emanating from the 
temporal fossa. 

It is not generally appreciated, how- 
ever, that most so-called temporoman- 
dibular joint disturbances are not neces- 
sarily the result of occlusal dysfunction, 
but are rather only one segment of a syn- 
drome related primarily to the patient’s 
emotional tension. Similarily, occlusal 
discrepancies and bruxism, although 
forming part of this anxiety syndrome, 
may be misinterpreted as _ primary 
etiologic factors in the joint disturbance. 
A careful history and examination might 
well disclose the basic emotional tension, 
and treatment of the whole patient, in- 
cluding his psyche, could then be under- 
taken. 


CLASSIFICATION OF PATIENTS 


The résumé of the occlusal disturbance 
syndrome should, in part, prepare the 
clinician to question and examine the 
patient for occlusal discrepancies. It must 
be emphasized at this time that the exami- 
nation of occlusion is only one part of 
the over-all examination of the patient 
and must be correlated with the total 
examination for caries, periodontal dis- 
ease, and soft tissue lesions. 

It is worth noting that the examiner 
may unintentionally, by his procedures or 
questions, disturb to a serious degree the 
patient who otherwise is fairly well. In 
other words, the patient who has expe- 
rienced no damaging effects from mild 
occlusal discrepancies may trans- 
formed into a neurotic with oral fixation 
by some aside remark or extraneous pro- 
cedure in the dental office. 

It behooves dentists, therefore, to 
analyze their patients when they come to 
their offices and to treat them not only 
according to the severity of their disease, 


Fig. 2 © Left: Severe drifting and diastema re- 
lated to unilateral bruxism. Irritating point of 
initial contact between left bicuspids drives 
mandible in right protrusion. In effort to avoid 
aggravating contact, patient uses right side 
only. Below left: Temporomandibular joint roent- 
genograms taken with mandible in extreme open 
position. Left condyle has moved forward onto 
articular eminence verifying hypermobility of 
left joint. Below right: Right condyle is fixed in 
articular fossa, verifying hypomobility of right 
joint. On opening, mandible veers to right 


\ 


but also to the lack of disease. The pa- 
tient, for example, whose chief complaint 
is a painful temporomandibular joint will 
be questioned and examined differently 
from the patient who comes for a routine 
examination but who has no specific com- 
plaint. Both patients, however, must be 
examined for the potentiality of disease. 
The manner in which these procedures 
are conducted will determine whether 
the potentially well patient becomes 
psychically traumatized. 

The examination for occlusal dis- 
crepancies should be the last procedure 
in the total oral examination. The clini- 
cian will know from his prior examination 
whether certain areas of the patient’s 
mouth are “sick.” As an example, he will 
have noted any unusual tooth wear or 
drifting of teeth, he will have recorded 
the existence of periodontal pockets and 
he will have examined the roentgeno- 
grams for alveolar bone loss. Further- 
more, the patient may well have men- 
tioned the presence of joint symptoms. It 
is then up to the dentist to determine if 
any of these pathologic lesions are related 
to occlusal discrepancies. To accomplish 
this, a specific examination must be con- 
ducted. 

Prior to this separate examination for 
occlusal discrepancies, the clinician 
should be able to classify his patients into 
two categories as far as damage from oc- 
clusal disturbances is concerned: (using 
the terms “sick” and “well” in the 
broadest meaning) 1: those patients who 
are “sick” and 2: those patients who are 
“well.” 

In addition, the “sick” and “well” pa- 
tients should be separated into the follow- 
ing groups: 

1. Patients who are “sick” are divided 
into: 

a. Those who know they are sick or 
who sense they are sick. 

b. Those who are sick, but do not 
know they are sick. 

2. Patients who are “well” are divided 
into: 
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Fig. 3 * Category 3 patient: Incipient changes in 
periodontium related to traumatism (arrow). Note 
widening of periodontal membrane space and 
destruction of apical cementum. No periodontal 
pocket was present 


a. Those who are well and who feel 
they are well. 

b. Those who are well, but who feel 
they are sick. 

Preliminary questioning and examina- 
tion usually will make it possible to 
classify most patients into one of these 
two general categories. After the exami- 
nation for occlusal discrepancies, how- 
ever, some apparently “well” patients 
might be classified in still another cate- 
gory, Category 3, the patient who is 
“well” but who potentially may become 
“sick.” Such a patient, for example, may 
possess a traumatic point of initial occlu- 
sal contact which could lead to future 
trouble, although no apparent pathologic 
change is grossly present at the time of 
examination (Fig. 3). Patients with in- 
cipient periodontal or temporomandibu- 
lar joint lesions may well fall into this 
category. 

By categorizing the patient and his 
problem, the dentist may modify the his- 
tory and examination procedures to fit 
the patient. For those patients in Cate- 
gory | a complete history should be 
taken and examination made. Those pa- 
tients in Category 3, in whose mouths 
an occlusal discrepancy is discovered, 
should also be subjected to rigorous ques- 
tioning in an attempt to establish the 
potential of future trouble. On the other 
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hand, the patients in Category 2, the 
“well” patients, need only be examined 
to establish the absence of harmful oc- 
clusal discrepancies. In short, the patients 
in Categories 1 and 3 need to have a 
complete history taken and examination 
made, whereas the patients in Category 2 
need only an examination. Leading ques- 
tions directed to the patient in Category 
2b (the patient who is “well” but who 
feels he is “sick”) will only serve to con- 
fuse the patient and confirm his fears. 

If success in this field is to be achieved, 
a definite examination routine must be 
employed—an examination based on a 
knowledge of the problem of occlusion. 
In searching for occlusal disharmony and 
its sequela, the dentist must closely ap- 
proximate the examination procedure of 
the careful and experienced physician. 


EXAMINATION ROUTINE 


First, the dentist must obtain, record, and 
analyze a comprehensive past and present 
history from the patient. 

Second, the dentist must conduct a 
careful clinical examination. This exami- 
nation should become a routine, begin- 
ning with: the extraoral examination; 
then, the vestibular intraoral examina- 
tion, and finally, the oral cavity examina- 
tion. 

Third, the dentist must be extremely 
observant of the patient’s habits and sen- 
sitive to the patient’s mannerisms and 
emotional state. Notations should be 
made of nervousness or oral habits which 
become apparent. 

Fourth, the dentist must evaluate what 
he has learned from his examination. By 
astute analysis, he must apply the infor- 
mation developed to the immediate prob- 
lem. If these procedures reveal an occlu- 
sal discrepancy responsible for pathologic 
changes or potentially so, the examination 
should then be completed with ancillary 
aids such as a simple articulator study. 

Thus, by questioning the patient care- 
fully and then using his ears, eyes, finger 


tips, and mind, the conscientious clinician 
may discover the incipient as well as ad- 
vanced cases of occlusal traumatism. 


PATIENT HISTORY 


Many dentists are so eager to examine 
the oral cavity that they eliminate the 
necessary step of questioning the patient 
relative to complaints and symptoms. A 
complete history must be taken from the 
patient who has a chief complaint that is 
symptomatic of occlusal disturbance. The 
following discussion on history taking, 
therefore, deals with the patient in this 
category. Most “well” patients should 
never be questioned along these lines for 
fear of planting the seeds of doubt as to 
their occlusal status. 

During the questioning, the patient 
should be seated erect in the dental chair, 
and the patient and dentist should be at 
the same eye level. Furthermore, the 
clinician must exhibit complete interest in 
what the patient is saying. To hurry the 
patient’s narration or to cut off his con- 
versation is an invitation to failure. Many 
important diagnostic clues will be elimi- 
nated by a curt or brusque approach. 
Rambling on the part of the patient may 
be an indication of a personality defect. 
If the new patient is neurotic, the earlier 
this fact is established, the better for both 
parties concerned. 

Initially, the patient should be quizzed 
about pain with a general question such 
as “Have you been having any pain re- 
cently?” A simple answer of “No” should 
not be accepted at face value. More 
specific questions may be employed: “Do 
your teeth ever ache?” “Are your teeth 
sensitive to hot or cold?” “Do your teeth 
ache in the morning when you get up?” 
“Do your teeth feel sore when you bite on 
them?” Frequently teeth which are trau- 
matized are hyperemic to hot or cold, or 
are sore, or ache slightly because of the 
damaged apical periodontal membrane. 

A positive answer to questions of this 
type should not be the signal to begin the 
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examination of the oral cavity. Moreover, 
the dentist must be careful not to form 
an early conclusion from this meager in- 
formation and render a diagnosis and 
prognosis prematurely. When pertinent 
information is given, a notation of the 
fact should be made unobtrusively and 
later correlated during examination. A 
history of pain or sore tooth after recent 
dental operations frequently is a sign of 
a restoration overcontoured occlusally or 
at the contact, and thus may indicate a 
tooth being traumatized during mandibu- 
lar movements. A complaint of sensitive 
or sore teeth after a particularly trying 
or unnerving family or personal situation 
often indicates a mild neurosis with ac- 
companying unconscious clenching or 
grinding of the teeth. 


Bruxism and Clenching * The patient 
should be questioned specifically about 
clenching or bruxism with such questions 
as, “Do you have any teeth that feel ‘high’ 
or ‘long’?” “Do you try to wear this spot 
down?” “Do your jaws feel tired by the 
end of the day?” “Are your jaws tired 
when you awaken in the morning?” “Do 
you grind or clench your teeth in your 
sleep or when you are nervous?” “Do 
your teeth ever feel ‘tired’ or loose?” “Do 
you think your teeth are moving or drift- 
ing?” 

Positive answers to any of these ques- 
tions are undoubtedly an indication that 
the patient is unconsciously or consciously 
grinding his teeth. Many authorities 
firmly believe that the greatest damage 
to the teeth, the periodontium, and the 
joint takes place during such promiscuous 
manipulation or clenching of the man- 
dible. There is, in fact, good evidence 
that teeth rarely make contact during 
mastication; that a food bolus intervenes 
between the masticatory table at all times 
except during deglutition.’ Patients suf- 
fering from maxillary sinusitis frequently 
grind or clench their teeth and will com- 
ment that it “hurts better” when occlusal 
pressure is applied. 
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If it appears likely that the patient 
might be grinding or clenching his teeth, 
he should be instructed to question his 
family relative to the possibility of brux- 
ism, for frequently members of the family 
have hesitated to inform the patient of his 
unconscious habit. In addition, the pa- 
tient should be reminded that he him- 
self may now become consciously aware 
of the bruxism habit, and that if he does 
become aware of it, he should attempt 
to determine exactly what pattern the 
grinding or clenching follows, and what 
triggers these acts each time. 

The astute observer may also catch the 
patient performing the habit during the 
history taking. Such signs as slight man- 
dibular movement, tensing of the masseter 
muscles, lip licking, tongue thrusting, 
and lip or cheek biting are only a few of 
the telltale signs of nervous bruxism. The 
habit should be brought to the patient’s 
attention immediately and into his con- 
scious mind, where it may be dealt with 
by both the dentist and the patient. 


Temporomandibular Joint Symptoms * 
When the examiner has exhausted the 
questions which deal directly with the 
oral cavity, he should proceed with a 
group of questions aimed at determining 
possible changes in the temporomandibu- 
lar joint. If the patient has a chief com- 
plaint related to the joint, the examiner 
might well say, “Tell me about this dis- 
comfort [or cracking] you are expe- 
riencing.” On the other hand, such ques- 
tions as, “Have you ever had any pains 
in your face?” “Have you ever had any 
pain in this part of your face?” (Ex- 
aminer points to the region of the joint 
on his own face.) “Do your jaws ever 
‘crackle’ or ‘pop’ when you open or close 
or yawn?” might well be directed to the 
patient when joint problems are sus- 
pected. 


3. Jankelson, B.; Hoffman, G. M., and Hendron, J. A. 
Physiology of stomatognathic system. J.A.D.A. 46:375 
April 1953. 
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Positive answers to these questions 
should elicit another group of questions 
to pinpoint the symptoms described and 
to rule in or rule out the temporoman- 
dibular joint syndrome, sinusitis, or 
coronary thrombosis. 

By asking, “Do you ever have head- 
aches?” “What area of your head aches?” 
“Ts your throat ever full of phlegm in the 
morning when you get up?” the examiner 
may often add maxillary sinusitis or re- 
move it from the differential diagnosis. 

Questions relative to referred pains 
and diminution of auditory acuity or 
tinnitus are helpful if the patient has 
a temporomandibular joint complaint. 
“Have you noticed any change in your 
hearing recently?” “Do people have to 
constantly repeat in talking to you?” “Do 
you ever have any unexplained pain in 
your tongue?” “Down the side of your 
neck into your shoulder?” “Up the side 
of your head?” Positive replies to these 
questions might suggest temporoman- 
dibular joint dysfunction. Direct ques- 
tions of this type are often suggestive to 
a patient, however, and may produce 
misleading answers. Physical examination 
of the region should be employed, there- 
fore, to confirm or deny any leads which 
develop from the answers. 

Interrogation along these lines will 
often elicit certain clues which prove 
very fruitful during treatment. Moreover, 
a certain rapport will be established with 
the patient while discussing the subject 
in which he is most interested—himself. 
A few well-chosen questions usually will 
tell the examiner a great deal, even 
though the answers are primarily nega- 
tive. Occasionally, the answers will be 
especially rewarding. Recently a patient 
with unilateral mandibular and maxillary 
pain was thought to be suffering from 
temporomandibular joint syndrome. A 
few indirect questions about arm pain 
and nausea revealed that the patient had 
experienced a moderate coronary throm- 
bosis. 

There is no necessity to take copious 


notes on the patient’s answers. Brief but 
concise statements should be written out 
on a pad and included in the patient 
record. Notes on habits, mannerisms, 
state of nervous tension, idiosyncrasies 
and personal impression of the patient 
should be made at this time. A code will 
prove helpful in recording notes on the 
patient’s neurotic state. 


EXTRAORAL EXAMINATION 


Up to this point the dentist has been tak- 
ing a history. He has been using his sense 
of hearing to listen to the patient's report, 
using his sense of sight to observe the pa- 
tient’s habits and reactions to questioning, 
and using his mind as he forms his ques- 
tions to the patient and evaluates the 
answers. Now the examiner uses his finger 
tips to feel for normality or abnormality 
and to test the patient’s reaction to un- 
usual pressure applied to specific areas. 

Space does not permit a discussion of 
the complete extraoral examination. 
Along with the usual palpation for cervi- 
cal nodes, however, should be included 
the palpation of the temporomandibular 
joint. Joint pathosis frequently can be de- 
tected by palpation, particularly if ade- 
quate pressure is applied directly over the 
joint as the patient opens and closes his 
mouth. Also, the so-called subluxation 
and popping of the joint frequently can 
be felt with the finger tips (Fig. 4). 

It has proved wise to palpate the joints 
independently. When both condylar areas 
are palpated at the same time, the 
examiner is apt to miss a_ pathologic 
change in one joint. The information 
transmitted simultaneously through both 
of the examiner’s finger tips is not cor- 
rectly evaluated in his brain. For ex- 
ample, the patient may have hyper- 
mobility of one joint and hypomobility 
of the other joint. The discrepancy be- 
tween the two joints is not readily ap- 
parent if they are palpated at the same 
time, for the hypermobility tends to mask 
the sensation of hypomobility. 
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An additional method of palpation 
consists of placing the tips of the small 
fingers in the patient’s external auditory 
canal and asking the patient to open and 
close. This method will sometimes elicit 
pain or crepitus. Sometimes the patient 
will report symptoms or signs which are 
indicative of temporomandibular joint 
dysfunction, but on palpation the joint 
is found to be painless. If this is so, the 
patient is usually reporting the discom- 
fort associated with spasm of the muscles 
of mastication which in turn is frequently 
related to severe clenching. The patient 
will report that he awakens with “tired 
jaws” in the morning, or that his pain 
will gradually develop by day’s end, espe- 
cially after a particularly trying day. These 
people suffer from mild to severe anxiety, 
the characteristic syndrome of today. 
Tensional clenching is merely a manifes- 
tation of the general tension they are ex- 
periencing and will obviously lead to 
spasm of the masticatory muscles. 
Furthermore, these patients will some- 
times report lumbar pains and cervical 
pains, again related to muscle spasm of 
these muscles under tension. Such indi- 
viduals will often state that they are very 
“nervous” or have “bad nerves.” 

A method of differential diagnosis, 
which all too often is incorrectly con- 
verted to treatment, may be used on these 
people. The patient is given a tranquiliz- 
ing agent, meprobamate (Equanil) 400 
mg., three times a day, which reduces or 
alleviates the anxiety and with it the 
tensional clenching. The facial pain is 
eliminated with the muscle spasm, and 
the diagnosis is thereby confirmed. Psy- 
chiatric consultation sometimes must be 
sought for these patients. 

Confirmation of joint involvement 
may be made with a stethoscope, again 
using the sense of hearing to determine 
which joint is cracking and whether the 
sign is apparent on opening or closing 
the mandible. 

The extraoral examination should also 
include observations of the patient’s path- 
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Fig. 4 * Palpation of temporomandibular joint. 
As patient opens and closes mouth, digita! pres- 
sure is applied in area. An inflamed joint will be 
painful to palpation and, in addition, crepitus of 
the joint may be felt 


way of opening and closure, and whether 
facial asymmetry exists. Patients with a 
traumatic point of initial occlusal con- 
tact frequently tend to open or close 
away from this point, with an apparent 
deviation of the midline. Deviation of 
the mandible may also be related to 
hypermobility or hypomobility of one 
joint. This painful deviation may be re- 
lated to an injured or arthritic joint or 
derived from past habit. It may well be 
aggravated by or associated with an oc- 
clusal discrepancy. As before, a written 
record of a positive or negative response 
should be made according to the observa- 
tions made in this simple examination. 


VESTIBULAR INTRAORAL EXAMINATION 


With the extraoral examination complete, 
the examiner should now transfer his 
attention to the oral cavity. All too fre- 
quently the dentist begins his examination 
with the time-worn phrase, “open, 
please.” The general dentist could well 
afford to borrow a phrase from the ortho- 
dontist and begin his examination with 
“close, please.” Then, as the patient 
closes, the teeth and occlusion are viewed 
from the vestibule. If the patient’s occlu- 
sion is examined while he is still erect 
in the chair, while he is still “fresh” 
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and responsive, the results will prove to 
be more accurate and meaningful. If the 
patient leans back in the chair, the man- 
dible assumes a retruded position not 
natural to mandibular position. The pa- 
tient should never be told to “bite” but 
rather to “close.” “Close on your back 
teeth, Mrs. Jones” will generally establish 
about as accurate a centric relation posi- 
tion as can be obtained. This phrase 
should be rapidly followed with the re- 
quest, “Just close on your back teeth, 
Mrs. Jones, until you first feel them 
touch. That’s it, that’s fine. Now, close 
all the way. Did you feel your teeth slide 
then?” 

Occasionally the patient will have to 
be instructed to place the tip of the 
tongue far back in the palate before clos- 
ing, to insure that he is closing in the 
centric relation. The “tongue in palate” 
method is not to be trusted completely, 
however, for some patients tend to re- 
trude about 1 mm. with this method. 
Moreover, any method of observing 
centric relation which depends on 
“jiggling” or forcibly retruding the man- 
dible, or on recording rest position, or 
having the patient speak before closing, 
is not completely satisfactory. The 
“jiggling” method is too apt to retrude 
the mandible, whereas the two latter 
methods tend to direct the mandible for- 
ward into protrusion. The patient with 
the Class II, Division 1 malocclusion 
(the receded chin) should always be ob- 
served carefully, for this patient typically 
carries the mandible thrust forward in 
a more aggressive position. From this 
“convenience” position, the patient may 
function fairly happily, but may also be 
traumatizing primarily the upper an- 
terior and bicuspid teeth from his “ac- 


quired” position. 


Centric Relation * Just how can a point 
of premature contact and a shift of the 
mandible be detected when the patient 
closes his jaws in centric relation? Again, 
by careful observation, most premature 


contacts when the jaws are in centric re- 
lation may be detected by direct vision in 
the oral cavity. When the patient is in- 
structed to “close on the back teeth until 
you first feel them tcuch,” the dentist 
should fix his vision on two definite points 
immediately opposite each other in the 
two arches. Landmarks such as sharp 
cusp points or margins of restorations 
are ideal for this purpose. Pencil marks 
may also be placed on the teeth in ques- 
tion. 

With the attention riveted on these 
two points, the patient is instructed, 
“Now, close all the way.” If a slide from 
the point of initial contact is present, it 
will be observed by this method (Fig. 5). 
On the other hand, the method is value- 
less if the clinician is not keen in his 
observation. The patient should be re- 
quested to repeat the procedure over and 
over. Each time the dentist must observe 
carefully the points he has selected for 
comparison, 

These observations should be made of 
each lateral segment, preferably in the 
second bicuspid region. In addition, the 
patient should be viewed directly from 
the anterior in an attempt to detect any 
mandibular deflection from the midline. 
As the patient closes to contact, each 
maxillary tooth should be observed care- 
fully and independently to see if any 
movement of the tooth may be detected. 
Individual teeth in premature contact 
frequently will be displaced enough by 
the force of closure so that a deflection 
of the mandible is not present or ap- 
parent. 

The dentist must train himself to be 
especially observant of such minute signs 
as the compression of bubbles of saliva 
between the maxillary teeth, either as the 
teeth move slightly or as the mandible 
slides into an eccentric position. The teeth 
should also be dried with air so that 
matching facets may be closely viewed. 
If the dentist notices opposing tooth sur- 
faces in contact which do not appear 
as though they ordinarily should be in 
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Fig. 5 * Protrusive and latera! deviation in centric closure. Left: Patient 
closed teeth in centric relation to point of initial contact. Note penci! marks 


in alignment. Right: Fu 


closure. Mandible slides forward off of traumatic 


point of initial contact into protrusive-right lateral relationship. Alveolar 
destruction has developed around bicuspids (see Fig. 3) 


contact, there is a great chance that the 
patient is either not recording his true 
centric relation for the examiner, or that 
he is accustomed to functioning out of a 
“convenience” location rather than true 
centric position. In addition, he may be 
nail biting or cheek biting in this un- 


natural position, hence the unusual 
matching facets. The clinician must 
strive to obtain a relaxed mandibular 


position for the patient. Often very slight 
finger tip pressure on the chin and re- 
assuring words about relaxation will as- 
sist in achieving this end. 

The centric relation position should 
also be checked with the tongue-in-the- 
palate method which will rule out a pro- 
truded “convenience” position. Midline 
observation will detect a mandibular 
shift directly into a “convenience” posi- 
tion without preliminary contact. Such 
a habit frequently is acquired by the pa- 
tient with a narrow maxillary arch and a 
unilateral cross-bite. 

The dentist cannot expect to be com- 
pletely proficient in this examination un- 
less he sharpens his powers of observation 
at every opportunity. Only through repe- 
tition and attention to fine detail can the 
clinician expect to become accomplished 
in this art or any other art within his 
profession. 

If a definite premature contact is ob- 
served when the teeth are in centric rela- 
tion, the fact should be noted on the pa- 


tient’s record. At this time, only a gross 
determination of the point of initial con- 
tact should be undertaken. The patient 
should be asked, “Where do your teeth 
first come together?” The answer is 
usually a vague indication with the in- 
dex finger. A note should then be made; 
for example, “PIC (point of initial con- 
tact)—left molar region.” Later in the 
examination the exact cuspal location of 
this contact will be established. 

Up to this point in the “vestibular” 
examination, the clinician has been using 
only his sense of sight. The sense of 
touch can play a critical role in this por- 
tion of the examination, however, and 
the sense of hearing may be used to con- 
firm the findings of sight and tactile sen- 
sation. 

The fingertips will very delicately 
“telegraph” any movement of the maxil- 
lary teeth. The dentist will find that he 
has one finger tip which proves to be most 
accurate. By placing the pad of this finger 
tip very gently on the cervical area of 
each maxillary tooth and asking the pa- 
tient to open and close his jaws in centric 
relation, any movement of the tooth will 
be transferred immediately to the exami- 
ner’s fingers. However, the dentist must 
be certain (1) that the patient still is 
closing in centric relation, and (2) that 
the finger pressure exerted is not heavy 
enough to displace the tooth lingually, 
thus giving a false recording. It is im- 
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portant that the upper anterior teeth be 
checked by this method because anterior 
premature contacts with a mandibular 
distal displacement when the teeth are in 
centric relation are more common than 
would be imagined (Fig. 6, left). 

The sense of hearing may be employed 
to confirm facts already uncovered by 
sight and tactile sensation. A patient who 
exhibits a premature contact when the 
teeth are in centric relation will present 
a “double” tapping sound, first when the 
teeth come into initial contact and again 
when they arrive at the eccentric position 
on full closure. This double sound may 
be heard if the examiner’s ear is placed 
very near the patient’s cheek as the pa- 
tient closes first to initial contact and then 
as he closes into the final eccentric posi- 
tion. 

Premature contacts with the teeth in 
centric relation are not encountered as 
frequently as the profession has been led 
to believe. Almost any patient can be 
forced or teased into a retruded position 
out of which full closure would appear as 
an anterior displacement of the mandible. 
It is doubtful whether it is advisable to 


employ any technic based on a complete 
distal position of the mandible as centric 
relation (Fig. 6, center, right). The 
“natural” distal position of the mandible 
would appear to be centric relation, and 
the dentist should train his capabilities 
toward assisting the patient to establish 
this position as a point from which to 
evaluate the occlusion. 


Functional Excursions and Nonfunction 
* When the dentist has completed ex- 
amining the centric relation position, he 
should note and record any discrepancies 
encountered, and move on to examina- 
tion of the functional (working) positions 
in lateral excursion. Concomitantly, the 
nonfunctional (balance) position must be 
checked. The patient is given a mirror 
and, while watching himself, he is asked 
to shift the mandible to one side or the 
other. If a premature contact in centric 
relation exists (as noted earlier) , the den- 
tist must be sure that the lateral move- 
ment has been made out of the centric 
position and not out of the “acquired” 
eccentric position. 

Again, the examiner’s eyes are used to 


Fig. 6 © Left: Palpation of maxillary anterior teeth as patient closes in centric relation and functions 
laterally and protrusively. Some slight movement should be felt in all positions; however, gross move- ° 
ment would indicate trauma. Center and right: Methods used to retrude mandible forcibly. Center: 
Strong elastic retruder used in abortive attempt to obtain centric relation will often retrude mandible 
into unnatural position. Three minutes in this device will cause severe pain in both joints. Right: Hand 
pressure against chin, or holding chin and forcibly jiggling mandible will record a position distal to 


patient's normal centric position 
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Fig. 7 * Left: Single point of contact in function. Buccal cusp of maxillary first bicuspid (arrow) con- 
tacts buccal cusp of mandibular first bicuspid as only point of contact on functional (working) side. 
Center: Cuspid interference. Note lack of function on teeth except the cuspids. Steep unworn cusps 


of posterior teeth accompany this discrepancy. Ri 


ht: Full functional contact demonstrated with artic- 


ulating paper in maxillary mirror view. Note lingual as well as buccal cusps have contacted mandibular 


cusps 


observe any movement of the maxillary 
teeth or movement of saliva bubbles, as 
individual mandibular teeth function 
traumatically against the maxillary teeth. 
Here again, tactile sensation should be 
employed, for teeth which scarcely seem 
to move visually can be felt to move 
under the finger tip. In addition, the 
matching of facets must be studied ex- 
tremely carefully. The examiner should 
also observe carefully how many match- 
ing pairs of teeth are in contact (Fig. 7, 
left). Frequently, cuspid interference will 
preclude the functioning of any teeth ex- 
cept the cuspids. This condition will be 
accompanied by steep posterior cusps and 
they will be free from cuspal wear (Fig. 
7, center). A note should be made of this 
fact, for later analysis might reveal that 
judicious corrections in the anterior por- 
tion of the mouth will allow posterior 
functional contacts. When the mandible 
functions laterally, as many teeth as pos- 
sible should come into contact on the 
functioning side (Fig. 7, right). A note 
should be made of the teeth which do not 
contact, and of the teeth which could be 
reshaped to establish optimum contact. 
Also at this time, close observation may 
reveal pathways of habitual wear which 
have developed from the promiscuous 
bruxism habits of the patient. A study of 
matching facets and drifted teeth will 
demonstrate clearly the damage which 
ensues from constant unilateral or pro- 


trusive functioning habits? (see Fig. 2, 
left). Correction of these traumatic ex- 
cursions is probably more important in 
long range prognosis than are simple 
functional corrections. 


Nonfunctional Evaluation * While func- 
tion is being observed on the side toward 
which the mandible moves, the possibility 
of nonfunctional contact is explored on 
the opposite side of the mouth. Oc- 
casionally the dentist is amazed to dis- 
cover that the teeth on the functioning 
side cannot make any contact because 
of interferences on the nonfunctioning 
side (Fig. 8, left, center). Eventually 
these contacts must be completely elimi- 
nated, so that optimum contact may be 
established on the functioning side. The 
offending teeth should be noted under 
the heading NF (nonfunction). Often 
the exact cusps involved can be recorded 
for future reference. 

Traumatic nonfunctional contacts fre- 
quently contribute to severe periodontal 
damage, especially in the second molar 
region. Deep periodontal pockets along 
the distolingual surface of the upper sec- 
ond molar and the buccal surface of the 
lower second molar are common sequelae 
to nonfunctional trauma in the perio- 
dontally involved mouth (Fig. 8, right). 
These traumatic contacts are also re- 
sponsible for temporomandibular joint 
injury.* The mandible and the muscles 
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with nonfunctional traumatism on second molars 


of mastication are “set” to exert mastica- 
tory force on a resistant food bolus on the 


functioning side, but instead, the initial - 


point of contact is on the opposite (bal- 
ancing) side. The transfer of a tre- 
mendous traumatic force exerted against 
these two teeth can be visualized and, in 
turn, how this force is transmitted in 
almost a torquing action against the two 
condyles. The examiner must be most 
astute in observing and recording these 
discrepancies. 

After the visual and tactile observations 
have been made with the mandible in 
lateral movement to one side, the same 
functional and nonfunctional observa- 
tions should be made with the mandible 
in lateral excursion to the other side. 


Protrusive Excursion * The protrusive 
excursions of the mandible should then 
be studied. In this position it is not neces- 
sary for the posterior teeth to come in 
contact as they are expected to in com- 
plete denture prosthesis. Nor is it neces- 
sary that the anterior teeth have full 
contact in incisal edge relationship. In- 
cisive function is actually carried out on 
the lingual incisal surface of the upper 
anterior teeth. It is in this position, rather 
than edge to edge, where maximum con- 
tact should be obtained. 

Any discrepancies in the anterior seg- 
ment such as drifted teeth, supra-erupted 


Fig. 8 * Nonfunctional traumatic contact. Left: Functioning 
(working) side with teeth prevented from contacting because of 
premature contact of molars on opposite side of mouth. Center: 
Opposite, or nonfunctioning side, showing trauma on second mo- 
lars (arrow) which prevents contacts during mastication on func- 
tioning side. Right: Severe alveolar damage (arrows) associated 


teeth, anterior open bite, or deep over- 
bite should be noted and recorded. Tac- 
tile observations are used to augment 
the visual examination. The mucous 
membrane of the lips and cheeks is 
examined to determine if the patient 
engages in a lip or cheek biting habit. 
If an open bite is present, the patient is 
asked to swallow and the action of the 
thrusting tongue is observed through the 
parted lips. 


Examination of the Oral Cavity * The 
gross oral examination conducted with 
the patient’s mouth open may reveal 
many interesting and.rewarding facts. 
Supra-erupted molars with no opposite 
arch opponent may be present (Fig. 9, 
above left). Elongated third molars will 
contact the distal surface of the second 
molars of the opposite arch with a severe 
rotational slide of the mandible resulting. 
As sequelae, damage to the joint and con- 
comitant elongation and _ periodontal 
traumatism of the anterior teeth will de- 
velop on the opposite side of the arch 


4. Schuyler, C. H. Correction of occlusal disharmonies 
A me natural dentition. New York J. Den. 13:445 Oct. 
1947. 
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(Fig. 9, above center, right, and below, 
left, center, right). The damage caused 
by this severe point of interference has 
been outlined clearly by Schuyler‘ in this 
country and by Thielemann® in Ger- 
many. A note should be made if this con- 
dition exists, and the offending tooth 
should be located and then marked for 
extraction. 

Oftentimes, the loss without replace- 
ment of first permanent molars will cause 
posterior drifting which leads directly to 
the introduction of trauma into the oc- 
clusal pattern. Missing lower first molars 
will allow the second and third molars to 
tip mesially, presenting a very steep com- 
pensating curve. Closure along this steep 
pathway may force the mandible into a 
distal displacement with resulting trauma 
to the periodontium of the teeth involved 


Fig. 9 * Above left: Supra-erupted maxillary molars as a sequela 
of extraction of mandibular antagonist. On closure, distal aspect 
of mandibular molar strikes mesial incline (arrow) of maxillary 
molar, forcing mandible into protrusion. Above center: Cast 
illustrating supra-erupted maxillary third molar presents a sloping 
plane along which distal aspect of mandibular second molar must 
slide (arrow). On closure, mandible is forced protrusively and 
diagonally. Above right: Supra-erupted third molar presents a 
sloping plane which traumatically strikes distal aspect of maxillary 
second molar (arrow). Mandible is rotated to traumatize the 


INGLE... VOLUME 54, JANUARY 1957 * 19 


and to the temporomandibular joint as 
well. 

The inevitable mesiolingual tipping of 
mandibular second molars causes an ex- 
tremely steep lingual slope of the buccal 
cusp of this tooth to function with the 
buccal slope of the lingual cusp of the 
upper molar (Fig. 10, left). These 
are the slopes and cusps which are 
usually involved in nonfunctional trauma. 
Furthermore, if the upper first molar has 
been extracted and the upper second 
molar has tilted buccally, the situation 
is only intensified and the damage com- 
pounded. Records concerning these tilted 
and supra-erupted teeth must be made 
for future evaluation. 


_5. Thielemann, K. Biomechanik der Paradentose. Leip- 
zig, Meusser, 1938. 


temporomandibular joint on this side as well as anterior teeth diagonal from this point. Below left: 
Diastemas and periodontal damage related to trauma induced by diagonal slide of mandible. Below 
center: Diastema and periodontal damage related to trauma induced by diagonal slide of mandible. 
Below right: Periodontal damage (see below center) related to trauma from diagonal slide of mandible 
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Fig. 10 * Left: Mesiolingual tipping of mandibular second molar and supra-eruption and buccal tip- 
ping of maxillary first molar after extraction of mandibular first molar. In nonfunction, the buccal cusp 
of the lower (arrow) traumatically strikes lingual cusp of the upper (arrow) and prevents functional 
contacts on opposite side of mouth. Center: Mesiobuccal facet (arrow) on maxillary first bicuspid. 
Distal buccal slope of mandibular first bicuspid strikes this point, rotating mandible forward and to 
opposite side while maxillary bicuspid is displaced distally. Right: Distal facets (arrows) on maxillary 
molars which accompany a distal displacement of mandible. Note also steep compensating curve 


FACETS 


After the gross examination of missing, 
drifted, and supra-erupted teeth, the 
clinician should turn to the close exami- 
nation of each individual tooth. A care- 
ful visual and mouth mirror examination 
of the morsal surfaces of the teeth should 
reveal any unusual facets which indicate 
extreme wear or bizarre pathways of at- 
trition. Consistent wear on the mesial 
slopes of the maxillary teeth might well 
indicate an anterior displacement of the 
mandible or a protrusive bruxism habit 
(Fig. 10, center). Consistent wear on the 
distal slopes of the maxillary teeth may 
indicate a distal displacement of the man- 
dible in centric relation (Fig. 10, right). 
Unusual facets on the lingual surfaces 


Fig. 11 * Mesiolingual facet (arrow) on overcon- 
toured inlay on maxillary first bicuspid. Distal 
slope of mandibular cuspid strikes this point which 
traumatizes tooth and diracts mandible forward 
and laterally. This is most common traumatic point 
of initial contact 


of the upper anterior teeth will reveal 
a great deal to the trained and interested 
observer. Wear on the mesial slope of the 
marginal ridge and lingual cusp of the 
upper first bicuspid will often pinpoint 
an irritating lateral displacement (Fig. 
11). Severe wear on the lingual slope 
of the buccal cusp of a lower molar 
should lead to an investigation of the 
buccal slope of the lingual cusp of the 
opposite upper molar. These facets may 
well indicate a point of initial contact 
and lateral displacement of the mandible 
in centric relation but more often an area 
of traumatic contact in nonfunction (see 
Fig. 8, center). 

Facets on restorations will be apparent 
readily because of their shiny appearance. 
Facets on the surfaces of the enamel may 
not be so apparent unless the teeth are 
dried with air. Even then some facets 
are not readily discernible in the mouth, 
but may be seen easily on high quality 
stone study models. Facets are indicative 
of tooth to tooth contact with no inter- 
vening bolus of food between the teeth. 
In short, severe facets indicate bruxism. 
The patient has a habit of grinding these 
bare surfaces together, hence the wear. 

The study of wear patterns as revealed 
by facets is almost an unpracticed art. 
Every dentist interested in the field of oc- 
clusion would do well to take excellent 
impressions and produce stone casts of 
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each problem case. The story told by the 
facet pathways as revealed in study 
models is an invaluable aid in treatment 
planning. 

The last procedure of the open-mouth 
examination should be the palpation of 
each individual tooth. The tips of the two 
index fingers should be used, and each 
individual tooth should be tested for 
mobility with buccolingual rocking be- 
tween these fingers. Furthermore, each 
tooth may be checked for depression by 
long axis pressure with the index finger. 


RECAPITULATION 


The examination, as outlined, may ap- 
pear complex. Actually, however, the 
procedures can be done quickly. The 
complete examination including history 
taking, as well as extraoral and intraoral 
inspection, is limited to those patients 
placed in two categories; that is, (1) 
Category 1, those “sick” patients who 
present pathologic changes related to oc- 
clusal discrepancies; (2) those patients 
in Category 3, that is, those patients who 
are presently “well” but wherein the po- 
tentiality for pathologic change exists, 
(for example, the patient with bruxism, 
the unilateral masticator and the patient 
with nonfunctional traumatism or man- 
dibular displacement). In these patients 
the taking of the history should follow 
rather than precede the examination, for 
the discrepancy is not recognized until 
examination is under way. Questioning 
may bring to light symptoms which have 
previously been ignored by the patient 
or signs overlooked by the dentist. 
Those individuals in Category 2, that 
is, those “well” patients with no patho- 
logic change or occlusal discrepancies, 
should not be subjected to rigorous ques- 
tioning, and the examination need not 
be extensive. Fortunately, most patients 
can be classified in Category 2; that is, 
they exhibit no temporomandibular joint 
dysfunction and no displacement of the 
mandible in centric relation. They have 
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an optimum number of teeth in contact 
in right and left functional excursions, 
and are not afflicted with damaging trau- 
matic contacts in nonfunction. Further- 
more, they function with multidirectional 
rather than unilateral or protrusive move- 
ments, have adequate incisive contact 
and no disfiguring attrition, drifting, 
open bite, or overbite in the anterior por- 
tion of the mouth. Patients in Categories 
1 and 3, however, must have further 
examination. 


AIDS IN EXAMINATION 


If the visual and tactile examination of 
the oral cavity reveals discrepancies of the 
occlusion that could cause pathologic 
change, the dentist must pinpoint exactly 
which surfaces of what teeth are involved. 
This is a matter which requires more in- 
tensive examination on the part of the 
clinician. Such materials and procedures 
as roentgenograms, a periodontal probe, 
wax templates, articulating paper, and 
stone models mounted on an articulator 
are all necessary for a full diagnosis of the 
complex case of occlusal trauma. 
Re-examination of the patient's roent- 
genograms, bolstered now by hindsight, 
will often reveal the incipient signs of 
traumatism on individual teeth. A widen- 
ing of the periodontal membrane space in 
the apical one fifth of the root, and an 
accompanying lack of definition of the 
lamina dura in the same region is highly 
indicative of traumatism (see Fig. 3). 
The roentgenographic evidence of alveo- 
lar destruction around teeth that have 
been severely traumatized for a long pe- 
riod of time, in a periodontally involved 
mouth, is apparent (see Fig. 1, right). 
Horizontal bone loss in the premaxilla is 
indicative of trauma usually from a pro- 
trusive bruxism habit,® a lateral protru- 
sive slide on a supra-erupted third molar 


6. Ingle, J. |. Occupational bruxism and its relation 
to periodontal! di J. Periodont. 23:7 Oct. 1952. 
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(Thielemann’s diagonal law*), or a se- 
vere tongue thrusting habit.” 

Loss of the alveolar process lingual to 
the upper bicuspids may indicate that 
trauma is imposed on these teeth in func- 
tional excursion or nonfunctional contact 
(see Fig. 1, right). Bone loss on the dis- 
tolingual aspect of upper molars and dis- 
tobuccal aspect of lower molars often 
accompanies severe, long-standing non- 
functional trauma on these teeth (see Fig. 
8, right). 

The bone loss and pocket formation 
seen in the roentgenograms may be con- 
firmed with a calibrated periodontal 
probe. This procedure should be com- 
pleted during the extensive examination 
of the periodontium. 


Determination of the Exact Point of Ini- 
tial Contact * To determine the exact 
area of the tooth which is involved trau- 
matically, colored wax may be used. 
Strips of magenta colored baseplate wax 
are warmed and placed bilaterally on the 
occlusal surfaces of the mandibular teeth. 
(Unilateral placement of wax strips will 


Fig. 12 * Left: Wax template used to determine 
exact point of initial contact. Note that daylight 
shows through the one clear perforation of the 
dark wax (arrow). Below left: Cellophane strips 
placed between occluding casts will reveal point 
of initial contact. Cellophane is tightly held by 
point of contact in second molar region. Below 
right: Cellophane pulls through between teeth 
where no contact exists 


tend to cause the patient to “reach out 
and bite” laterally on the wax.) The pa- 
tient is instructed to “close until you just 
touch.” The dentist should immediately 
examine the check points on the upper 
and lower teeth which he has previously 
established. The marks are the clinician’s 
assurance that the patient is really closing 
with his teeth in centric relation. 

The patient is instructed to open im- 
mediately, and the wax strips are removed 
in their soft state. If the patient has closed 
through the wax to the point of initial 
contact, a minute hole will appear in the 
wax at that exact point and white light 
will show through the hole (Fig. 12, left). 
The wax will also be thinned by the pres- 
sure of the other teeth, and the color will 
vary from light pink to full magenta, de- 
pending on the proximity of contact of 
the teeth. Repetition of this procedure is 
necessary if the patient has cut too deeply 
through the wax at the first attempt and 


7. Ray, Herold, and Santos, H. A. Consideration of 
tongue-thrusting as 4 factor in periodontal disease. J. 
Periodont: 25 Oct. 1954. 
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has exposed multiple occlusal contacts. 

To locate on a cusp the exact point of 
initial contact, the wax template is placed 
back on the teeth and a moistened indel- 
ible pencil is used to mark through the 
hole in the wax. The wax is removed, the 
patient is again instructed to close, and 
this mark transfers to the tooth in the 
opposite arch. Now both areas which 
form the traumatic point of initial con- 
tact become apparent. 

This method is much more accurate 
for determining initial contact than is the 
use of articulating paper which has a 
tendency to smear and mark not only the 
point of initial contact, but all near con- 
tacts as well. Colored wax may be used in 
each excursive movement and in non- 
function, as well as when the teeth are in 
centric relation, to determine points of 
contact. When these areas are established, 
a mental picture of the exact spot should 
be noted and a written record cf the 
tooth, cusp and surface involved should 
be made. 

Models, in instances where the occlusal 
discrepancy is complex, should be 
mounted on an articulator for further 
study. Oftentimes a simple planeline ar- 
ticulator may be used, with the casts 
mounted from a centric relation record. 
Only when the problem is severe is it 
necessary to place the casts on a fully ad- 
justable articulator. Narrow cellophane 
strips pulled between the occluding casts 
will be held fast by the elusive point of 
initial contact, but can slip free wherever 
the teeth are not contacting (Fig. 12, be- 
low). Typewriter ribbon, which is more 
accurate than articulating paper, is then 
used to mark these points on the casts. 

All information derived from the artic- 
ulator study is recorded along with the 
information previously derived from the 
full examination. 


DISCUSSION 


When the examination is complete, the 
dentist is confronted with a number of 
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facts which must be evaluated and acted 
upon. All of the information derived is 
useless unless the clinician understands 
the problem of occlusion thoroughly and 
the rules involved in the correction of 
disharmonies. Here is the point at which 
the dentist must use his mind to analyze 
the information gleaned from the history 
and examination. Success will depend on 
his knowledge of the subject, his interest 
in the problem and his dexterity in per- 
forming the necessary procedures. Since 
it is not within the scope of this paper to 
discuss treatment, the interested clinician 
is referred elsewhere.” * * ® 

Two points bear repetition: 

1. Every effort must be made to 
analyze correctly and treat those patients 
with pathologic change, productive of 
occlusal dysfunction. Patients in this 
group, although few in number, will be 
eternally grateful for the comfort and 
function which may be established for 
them. 

2. The dentist should be cautious in 
discussing, questioning, or examining 
those patients who actually exhibit no 
pathologic change, but who are sure in 
their own minds that something is wrong. 
An incorrect approach, or a lack of as- 
surance will only intensify a patient’s oral 
neurosis. 


SUMMARY AND CONCLUSIONS 


Occlusal discrepancies and traumatism 
may lead to pathologic change in four 
dental areas: the teeth; the perio- 
dontium; the dental arch; the temporo- 
mandibular joint and its related muscula- 
ture. 

A more extensive examination should 
be given those patients who have occlusal 
complaints, 


8. Ingle, J. |. Pattern of approach in occlusal correc- 
tion, In Syllabus of clinical periodontics, ed. 2. Seattle, 
University of Washington Press, 1954, p. 46-57 

9. Heimlich, A. C. Selective grinding as an aid to 
orthodontic therapy. D. Digest 58:58 Feb.; 121 March 
1952 
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The examiner should carefully avoid 
developing a distorted awareness of the 
occlusion in emotionally disturbed pa- 
tients. 

The complete examination should in- 
clude: history; extraoral examination; 
vestibular and intraoral examination; 
utilization of ancillary materials and pro- 
cedures. 


The traumatic damage from bruxism 
and clenching generally is overlooked. 

Pathologic changes associated with 
traumatic nonfunctional (balancing) con- 
tacts are manifest in the periodontium 
and temporomandibular joint. 

A method for determining the exact 
point of traumatic initial contact is vital 
to successful diagnosis and treatment. 


A method for measuring 


the mucosal surface contours of impressions, 


casts and dentures 


N. W. Rupp,* D.D.S., M.S.; George Dickson,t M.A.; M. E. 
Lawson, ]r.,.t and W. T. Sweeney,§ A.B., Washington, D.C. 


The accuracy with which dentures fit the 
oral mucosa has been the subject of many 
articles and discussions. The opinions ex- 
pressed usually are based on clinical ex- 
perience, or on observations made on how 
wel] a denture fits a stone cast or on 
measurements in a horizontal plane be- 
tween marks on the denture.! 

The method presented here for meas- 
uring the mucosal contour provides 
quantitative data on the comparison of 
two surfaces whether they be of soft im- 
pression material, stone or denture base 
resin. Therefore, it is possible to deter- 
mine the accuracy with which a denture 
reproduces the original impression, the 
patterns of growth or recession as reflected 
in casts, and the dimensional stability of 
different materials used in impressions 
and dentures. 

A survey of the literature revealed only 
the Krogh-Poulsen*? technic for meas- 


uring mucosal contour. In this method 
the positioning is difficult to reproduce 
accurately and the measurements tedious 


The opinions or assertions contained in this article 
are the private ones of the writer and are not to be 
construed as official or reflecting the views of the Navy 
Department or the naval service at large. 

This report is a part of the dental research program 
conducted at the National Bureau of Standards in co- 
operation with the Council on Dental Research of the 
American Dental Association, the Army Dental Corps, 
the Air Force Dental Service, the Navy Dental Corps 
and the Veterans Administration. 

The data in this report were presented in a thesis by 
N. W. Rupp in partial fulfillment of the requirements 
of the Graduate School, Georgetown University, Wash 
ngton, D. C., for the degree of Master of Science. 

*Lieutenant Commander, Dental Corps, U.S. Navy. 
Guest worker, dental research section, National Bureau 
of Standards. 

tPhysicist, dental 
of Standards. 

tResearch associate, National Bureau of Standards 
division of the Council on Dental Research of the 
American Dental Association. 

§Chief, dental research section, National Bureau of 
Standards. 

|. Sweeney, W. T. Denture base material: 
resins. J.A.D.A. 26:1863 Nov. 1939. 

2. Krogh-Poulsen, W. G.; Paffenbarger, G. C., and 
Schoonover, |. C. Two methods of graphing the con- 
tour of the “mucosal” surface of plaster models. 
J.A.D.A. 36:379 April-May 1948. 
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Fig. | * Comparator for measurements of mucosal contours of im- 


pressions, casts and dentures 


to make. A more accurate and convenient 
method, therefore, was sought. The 
method described in this report using a 
pantographic type of comparator® was 
developed. 


DESCRIPTION OF COMPARATOR 


The comparator, Figures 1, 2 and 3, a 
modification of the Dentagraph* consists 
of a framework in the form of a parallelo- 
gram having one side fixed and the four 
corners hinged. When one of the two 
corners away from the fixed side is moved, 
the other follows a similar path.’ The 
framework is mounted on pivots so that 
it can be rotated with the fixed side as the 
axis. The whole unit is mounted on ways, 
or ball-bearing tracks, so it can be moved 
forward and backward. 

Ball-shaped pointers with a diameter of 
0.147 inch are attached to the corners of 
the free side. The pointer on the left is 
fixed and acts as a guide (Fig. 2, b), 
while the pointer on the right moves up 
and down indicating the amount of move- 
ment in a vertical direction on a dial 


gauge (Fig. 2, y). These readings of the 


gauge are recorded as the Y coordinates. 
At the midpoint of the sweep of the 
gauge, the indicator point is in the same 
horizontal plane as the guide pointer. 
When the indicator is touching an area 
higher than the guide, the gauge will 
read plus; if lower, minus. Thus the 
mucosal contours on the two impressions, 
casts or dentures can be compared as to 
difference in height if the pointers are 
touching corresponding points on the 
two objects. 

In order to determine the distance 
moved laterally, a dial gauge is mounted 
on a telescoping rod across the diagonal 
of the parallelogram (Fig. 2, x). This 
gauge indicates the change in shape of 
the parallelogram as the guide is moved 
laterally. Multiplying the reading by a 
factor, 2.3, gives an approximation of the 
distance traveled in the lateral, or X, 
axis. The pointers may be locked at pre- 


3. Whitehead, T. N. Design and use of instruments 
and accurate mechanism: underlying principles. New 
York, Dover Publications, Inc., 

4. Kore Dentagraph technic presented at D.C. clinic. 
D. Ae Rev. 23:36 May 1948. 


5. Rolt, F. H. Gauges and fine measurements, ay 
1929. 
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determined points on the lateral, or X, 
axis, by a set screw on the telescoping rod 
while readings are taken on the Y, or 
vertical, axis. 

A lock plate, containing a series of 15 
holes, is mounted on the frame of the 
comparator (Fig. 2, z). The whole unit 
may be fixed on the ways at definite 
forward-backward, or Z axis, positions 
by dropping a pin through a hole in a 
plate on the side of the parallelogram 
mounting into one of the holes on the 
lock plate. 

The objects to be measured are 
mounted on two separate platforms on the 
comparator (Fig. 3). The left platform 
has the following three adjustments: (1 ) 
four leveling screw legs, (Fig. 3, d) to 
make the plane of the left platform paral- 
lel to that of the right platform; (2) one 
set screw, (Fig. 3, e) on the base to lock 
the left platform after rotation into align- 
ment with the right platform, and (3) two 
screw-thread drives (Fig. 3, f) for antero- 


posterior or forward-backward, and 
lateral positioning. 

The right platform has only one ad- 
justment, a lock-nut arrangement, (Fig. 
3, g) on a jackscrew for raising and 
lowering the platform. By using all the 
adjustments with care, it is possible to 
position precisely the objects to be meas- 
ured. 

A device for recording the path of the 
guide point along the X and Y axes is 
mounted on the left platform (Fig. 4). 
The stylus marks the different points 
where readings are made. This profile 
is not an accurate reproduction of the 
contour, because the pointers are ball- 
shaped and different sides of the ball 
touch the surface when readings are made 
on different sides of the ridge. The trac- 
ing, however, will give an approximate 
profile of the surface and indicate on this 
profile the points at which differences 
in the surface height are. recorded. 

To avoid deformation of an impression 


Fig. 2 * Parallelogram of comparator. a, Light. Indicates instant 
pointer touches surface being measured. b, Guide pointer. Perma- 


nently positioned. x, 


Dia! indicator. Registers change in shape of 


parallelogram. y, Dial indicator. Registers change in vertical direction 
of surface the indicator pointer touches in relation to surface the 
guide touches. z, Lock plate. Holds parallelogram in definite forward- 
backward pos:tion while measurements in X and Y axes are made 
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Fig. 3 * Platforms of comparator. d, Tilting adjustment. Four screw 


legs adjust plane of left platform. e, Rotating adjustment. Set screw 
controls rotation of left platform. f, Screw-thread travel. Two lead 
screws contro! lateral and forward-backward position of left platform. 
g, Lock nut. Controls vertical height of right platform 


surface and to reduce lateral thrust 
against the contact point, an electronic 
device is attached to the Y axis dial 
gauge. This device registers the first con- 
tact of the pointer by completing a cir- 
cuit which activates a relay to turn off 
a light (Fig. 2, a). If the contact point 
of the Y axis dial gauge is raised while 
the fixed pointer is being positioned, the 
contact point may then be lowered slowly 
and the dial read at initial contact with 
the impression or denture. 


PROCEDURE FOR USE 
OF COMPARATOR 


Positioning of Objects To Be Measured * 
Before any measurements can be made, 
the two objects to be compared must be 
positioned similarly on the platforms of 

i* comparator. In principle the only re- 
quirements for positioning, if the objects 
are identical, are the following: (1) the 
objects must be so located that distances 
between corresponding points on the two 
objects are the same as the distance be- 


tween the indicator points, and (2) the 
lines connecting corresponding points 
must be parallel to the line connecting 
the two indicator points when the Y axis 
dial indicator is in the zero position. 

In practical application, these condi- 
tions cannot be obtained since the objects 
to be compared are similar but not iden- 
tical. Therefore, the objects are first posi- 
tioned so their planes of symmetry are 
approximately perpendicular to the X 
axis. Then corresponding points in these 
planes are placed so that the distance 
between them is the same as the distance 
between the indicator points on the cora- 
parator, and lines connecting these and 
other corresponding points are made as 
nearly as possible parallel to the line 
connecting the indicator points when the 
Y axis dial indicator is in a zero position. 

In positioning dentures, corresponding 
anterior and posterior reference points 
near the midline are first adjusted so that 
they fall below the indicator points. A 
bench mark placed near the midline at 
the posterior part of the impression and 
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reproduced in the denture serves as a 
posterior reference point. The posterior 
reference point is adjusted to a zero posi- 
tion in the Y axis, and further adjust- 
ments are made until all points in the 
ridge area give as nearly the same reading 
as can be obtained. Simultaneously with 
this, opposing slopes are also adjusted so 
that Y axis readings as nearly similar as 
possible are obtained. 

Considerable care must be exercised in 
making the positioning adjustments. 
Coarse adjustments of the planes of the 
dentures are made by using as an indica- 
tor a spirit level mounted on a tripod 
which may be placed on the dentures. 
Further adjustments are made using the 
indicator points of the comparator on flat 
surfaces of the denture. Final adjustments 
are made by using the Y axis dial indica- 
tor to determine when readings on op- 
posite slopes of the denture are similar. 
Since a slight horizontal displacement of 
the dentures will result in a large differ- 
ence in the Y or vertical axis dial indica- 
tor readings on the slopes of the denture, 
this procedure makes possible a very pre- 
cise location of the denture, or other 
object being measured. 

» When a denture is remounted, or an- 


other denture compared, the denture on 
the stationary platform must be replaced 
as closely as possible to the original posi- 
tion, for a slight rotation will throw the 
arc scanned over a different area and the 
readings will be inaccurate. This repeti- 
tion of position is done by the use of a key 
consisting of a plaster or compound im- 
pression made of the denture while 
mounted. 


Measurement of Differences * The bench 
mark is used as the fiducial point when 
measuring. If it is not practical to make 
bench marks, there are landmarks that 
can be used. After the pointers are placed 
in the marks on the dentures, the Z axis 
lock plate (Fig. 2, z) is moved so that 
the pin will drop into hole number three, 
four or five. The plate is locked in posi- 
tion and the number of the hole is re- 
corded. Now, as the pin is moved from 
hole to hole, the distance from the poste- 
rior bench mark forward is known. A 
reading of the X axis dial indicator (Fig. 
2, x) is recorded while the points are in 
the posterior bench mark. The pin is then 
removed from the lock plate, the pointers 
are moved to an anterior bench mark or 
landmark, and another X axis reading is 


Fig. 4 * Profiler in place 
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Table 1 ® Measurements of changes from impression to denture. Three different arcs scanned on the Z axis 


a b 
Posterior bench mark 497 A497 Zat5 
Anterior bench mark 
Zat 5 Zat 8 Zot ll 
y y | v 
x* x* x* 
at bt ot bg | ot bt 
in. in. in. in. in. in. 
1 025 +-.007 + .006 1 086 + .002 +.001 1 .234 +.003 +.003 
2 047 .000 .000 .153 —.015 —.016 2 .380 —.019 —.018 
3. «O91 — 016 014 3 .183 — .007 — .008 3 6.512 — .005 — .005 
4 — .002 — .002 .270 +.005 + .004 4 668 —.018 — 018 
.270 +.007 +.005 § — .004 — .005 § Je +.003 + .003 
6 538 +.002 .000 6 771 + .008 +.010 
7 78 + .006 + .005 7 B44 — .005 — .006 
8 .885 — .002 .000 8 .906 —.015 —.016 
> SS —.010 —.014 9 908 +.004 +.003 
10 +.002 .000 
11 (1.224 +.010 +.009 


*These readings times 2.3 equa! x dimension in inches. 


tOriginal positioning. 
tReset positioning. 


made. These readings are recorded as 
shown on Table 1 so future mountings 
can be checked for alignment. If the align- 
ment of each successive mounting in a 
series of measurements of dentures or im- 
pressions is not consistent, the arcs 
scanned will not be over the same paths. 

The pointers are moved back to the 
posterior bench mark, and the pin is re- 
inserted in the lock plate. The parallelo- 
gram is now free to move in only two 
directions, vertical and lateral. The move- 
ment of the points in these directions is 
in the paths of arcs with nine-inch radii. 
The pointers are moved to the left buccal 
flange and the set screw tightened to pre- 
vent movement along the X axis. Now the 
pointers are brought carefully to the sur- 
face of the dentures and the readings on 
both the X and Y axes are recorded. The 
next reading is made by loosening the X 
axis set screw and moving the pointers 
to the right and again securing the set 
screw. The pointers are lowered to the 
surfaces and another reading is made on 
both the X and Y indicators. As many 
readings as desired can be made at each 


setting of the Z axis. A series of eleven 
readings made at Z, no. 5, is shown in 
Table 1. 

After this arc is completed, the pin is 
removed from the lock plate and the 
parallelogram is moved along the Z axis to 
the point desired to make the next read- 
ings, such as Z, at no. 8 and Z at no. 11 in 
Table 1. In this way the differences be- 
tween the two surfaces in the vertical 
direction, or Y axis, are determined at 
definite points on the X and Y axes. 
Measurements at these points can be re- 
peated since the X and Z readings at the 
posterior bench mark are known, and the 
positions of all the other readings are 
known relative to that point. 


ACCURACY OF MEASUREMENTS 


A series of five remountings with one re- 
positioning for each mount, including a 
total of 230 readings, was analyzed sta- 
tistically. The standard deviation of ex- 
perimental error within a single mount 
was 0.001 inch. The standard deviation 
when differences due to remounting were 
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included was 0.0018 inch. It is recom- 
mended that one reset series of readings 
be made for each mounting. A compari- 
son of the reset readings to the original 
series shows whether positioning is ac- 
curate. 

A direct calibration of the Y axis in- 
dicator was made by using a series of 
millimeter gauge blocks on the right plat- 
form. At each addition or subtraction of 
a gauge block, a reading was made on the 
Y indicator. Each comparator reading 
was within 0.0005 inch of the calculated 
value for that reading. 

The X and Z axes readings are used 
to reproduce the points at which Y axis 
measurements are recorded. Readings 
along the X and Z axes, therefore, al- 
though they are reproducible and make 
possible precise positioning, provide only 


approximate measurements of the dis- 
tances on the dentures or other objects 
compared. The distance the points travel 
on the X axis was determined by measur- 
ing On a measuring microscope the dis- 
tance between marks made by the pointers 
at different readings on the dial indicator. 
From these findings the factor, 2.3, to 
convert the dial readings to the distance 
moved by the points was determined to be 
accurate to +0.01 inch. The distance 
from hole to hole on the Z axis was meas- 
ured on the measuring microscope. 


EXAMPLES OF RESULTS OBTAINED 
ON DENTURES AND IMPRESSIONS 


Dimensional Accuracy of Two Dentures 
Cured by Different Technics »* Compara- 
tive measurements were made showing 


OENTURE NO! (SLOW CURE) 
OENTURE NO.2 (FAST CURE)---------~ 
DENTURE CROSS SECTION 


INCH (THOUSANOTH) 


INCHES 


INCHES 


Fig. 5 * Comparison of dimensional changes resulting from different 
curing cycles. Both dentures were compared to original metal impres- 
sion. Upper portion of graph shows plus and minus deviation of surface 
heights as indicated by comparator. Lower portion of graph is profile 
of part of denture area measured. Plotted points on upper portion can 
be projected down to profile to show where changes took place 
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IMPRESSION 
DENTURE 


INCHES 


Fig. 6 * Dimensional change from impression to denture 


the effect of different curing cycles on the 
dimensional accuracy of dentures. The 
dentures were processed by different cur- 
ing cycles and then compared to the com- 
mon original impression. A metal im- 
pression was used in place of the usual 
impression material to eliminate as much 
as possible any change in the impression. 
The changes measured are those occur- 
ring from the impression to the comple- 
tion of the curing cycle. 

One of the dentures was cured by the 
recommended slow cure. After the packed 
flask was placed in a cold tank, the tem- 
perature was raised slowly to 165°F. and 
held for eight hours. The tank was then 
allowed to return to room temperature 
before the flask was removed and opened. 
The other flask was placed in boiling 
water for one hour, then placed under 
cold running water. The flask was opened 
as soon as it was cool enough to handle. 

Figure 5 shows graphically the results 
obtained. The lower part of the illustra- 
tion is a profile of a portion of the den- 
ture measured, and the upper part shows 
the plus and minus variation of the den- 
ture surface heights from the original 


impression. The plotted points can be 
projected down to the profile to see 
where the measurements were made. A 
pictorial representation of the changes 
occurring from the original impression to 
the cured denture processed by the slow 
cure is shown on Figure 6, where the 
differences are plotted from the profile 
curve. 


Dimensional Accuracy of An Alginate 
Impression * An alginate impression 
taken of a stone cast poured in a metal 
impression was compared to the original 
metal impression. The alginate impression 
was mounted within a Pliofilm bag in the 
mounting ring to maintain 100 per cent 
relative humidity and minimize dimen- 
sional changes while the measurements 
were being made. The data are given in 
Table 2. The readings of 0.0030 and 
0.0027 inch were on the buccal surface 
of the left alveolar ridge. As the impres- 
sion material was removed from the tray, 
a space, not noticeable previously, was 
found between the alginate and the tray 
at the point at which this reading was 
taken. 
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Table 2 * Comparative measurements of alginate 


impression 


Posterior bench mark 494 (Z at 5) 
Anterior bench mark .500 
Zat7 
y 
a* bt 
in in. 
1 .035 +.007 +.004 
2 105 +.030 +.027 
3 156 +.005 +.004 
4 +.002 .000 
5 .500 .000 .000 
6 753 — .004 — .002 
7 .867 +.004 +.006 
8 .926 .000 +.002 
9 999 +.006 + .004 


*Original positioning. 
tReset positioning. 


SUMMARY AND DISCUSSION 


A method for making comparative meas- 
urements of contoured surfaces has been 
developed. These measurements give the 
dimensional difference between two sur- 
faces ‘in the vertical direction, or Y axis, 
at different points in the horizontal plane, 


or X and Z axes. The precision of the 
measurements depends on the ability to 
position accurately the objects being com- 
pared. The components of the compara- 
tor used make this positioning possible. 
A statistical analysis of the readings from 
a series of five remountings, with one 
resetting for each remount, shows the 
standard deviation to be 1.8 thousandth 
of an inch. 

Two examples for the use of this 
method are presented: (1) measurement 
of the changes due to the effects of dif- 
ferent curing cycles on the dimensional 
accuracy of dentures, and (2) measure- 
ment of the dimensional accuracy of an 
alginate impression. 

Additional possible uses for this type 
of measurement are the following: (1) 
determination of the rate of growth 
or recession of oral tissues by measure- 
ments on a series of casts made over a 
period of time; (2) evaluation of the 
dimensional stability of different materials 
used in making impressions, casts or den- 
tures and (3) study of the tissue displace- 
ment resulting from different impression 
technics. 


Science and Civilization * Science is the great instrument of social change, all the greater be- 
cause its object is not ckange but knowledge, and its silent appropriation of this dominant func- 
tion, amid the din of political and religious strife, is the most vital of all the revolutions which 
have marked the development of modern civilization. A. J. Balfour, Decadence, 1908. 
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Determination of clinical dental local anesthesia 


by electrical stimulation 


and digital plethysmography 


Joseph E. Fiasconaro,* D.D.S.; Harold Sherman,+ D.D.S., 
and Harry Grundfest,t Ph.D., New York 


The purpose of the investigation to be 
described was to devise and evaluate a 
method for detecting, recording and 
measuring objectively the complete clini- 
cal pattern of action of a dental local 
anesthetic. At present, local anesthetic 
solutions are evaluated for potency and 
clinical efficacy by means of (1) animal 
tests, (2) subjective clinical surveys, and 
(3) objective clinical tests. 

All three types at present have a num- 
ber of inherent inadequacies. The ani- 
mal tests, which include the sciatic nerve 
block, the intracutaneous wheal, the 
corneal reflex, the TAD, (threshold anes- 
thetic dilution)? tests, and the nerve 
penetrance studies in cats, yield results 
that do not necessarily correlate with the 
clinical action of the solutions. Clinical 
surveys are very time consuming, costly, 
and subject to a multiplicity of variables. 
Because of the last consideration, a great 
number of test subjects and usually also 
a number of investigators are required in 
order that the results of a given survey 
may be statistically significant. Some of 
the problems encountered in this type of 
study are variation (1) of pain threshold 
among the subjects, (2) in the particular 
tooth operated on, (3) in the intensity 
of the operative procedure (that is, 
buccal pit versus three-quarter crown 
preparation), (4) in type of injection 


administered, (5) in the injection tech- 
nics of different operators, (6) in the 
operative technics of the operators, (that 
is, the “heavy hand” versus the “light 
touch”), and (7) in the subjective ob- 
servations of each operator. 

The clinical survey, therefore, is cum- 
bersome and subject to many pitfalls. 
It is often an inaccurate test or, to state 
it more kindly, it is not a sufficiently deli- 
cate instrument for obtaining the re- 
quired information. Hence the discrepan- 
cies currently found in the literature.** 

The objective clinical test depends on 
use of a controlled stimulus which elicits 


This investigation was sup ~~/?_~ by @ grant from 
the Novocol Chemical Mfg. nc. 


*Assistant clinical professor o> dentistry, School of 
Dental and Ora! Surgery, Faculty of Medicine, Colum- 
bia University. 

tAssistant clinical professor of dentistry, School of 
Dental and Oral Surgery, Faculty of Medicine, Colum- 
bia University. 


tAssociate professor neurology, College of Physicians 
and Surgeons, Columbia University. 
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Fig. | © Digital plethysmogram showing three responses to painful stimuli of decreasing intensity 


a response from the patient.* This type of 
test can eliminate many of the afore- 
mentioned variables and is probably the 
most accurate method available for 
evaluating local anesthetic solutions.’ 
When this type of test depends on the 
subject’s voluntary response, however, 
this response is usually elicited by the 
minimum perception of sensation rather 
than by the minimum appreciation of 
pain. The latter, representing the pa- 
tient’s pain threshold, is the more signi- 
ficant factor in induced dental pain. It 
is desirable, therefore, to have a method 
of testing which combines controlled 
stimulation with a bodily response by 
the patient which is independent of his 
subjective responses. 

The following were the aims of this 
study: 

1. Development of test, on patients, 
approximating as closely as possible 
standard clinical conditions. 

2. A means of creating a minimum 
painful stimulus that could be repro- 
duced accurately and measured. 

3. An objective method of detecting 
induced dental pain by recording pa- 
tients’ bodily reactions to this pain. 

4. A method of conducting control 
runs for standardization purposes. 

Collectively, these objectives would 
permit the recorded measurement of the 
induction time, pattern of increasing an- 
esthesia, peak of anesthesia, duration 
thereof, and patterns of declining anes- 
thesia. In other words, these factors 
would permit the recording of the “life 


cycle” of a dental local anesthetic injec- 
tion. This paper presents the details of 
such a method and an illustrative sample 
of experiments which serve to demon- 
strate its applicability in evaluating the 
potency of anesthetic action of two com- 
monly used commercially available den- 
tal anesthetics. 


METHODS 


Principle * It is well known that a pain- 
ful stimulus can produce a variety of 
bodily responses which are largely, 
though not entirely, effected through 
the autonomic nervous system.® These 
changes are observed in pulse rate, blood 
pressure, respiration rate, and so on. The 
digital plethysmogram, which measures 
the volume changes produced by constric- 
tion or dilation of the blood vessels of the 
finger, is a very sensitive test of this type. 
The strain gauge digital plethysmo- 
graph’ has been used previously" to 


6. Lazansky, J. P., and Robinson, L. Study of effec- 
tiveness of Xylocaine as a local anesthetic agent in 
dentistry. Oral Surg., Oral Med. & Oral Path. 2:1286 
Oct. 1949. 

7. Harris, S. C., and Blockus, L. E. Reliability and 
validity of tooth pulp algesimetry. J. Pharmacol. & 
Exper. Therap. 104:135 Feb. 1952. 

8. Sonnenschein, R. R.; 


Jenney, E. H., and Pfeiffer, 
C. C. Effects of tetraethylammonium chloride on pain 


thresholds in man. J. Appl. Physiol. 2:141 Sept. 1949. 

9. Hardy, J. D.; Wolff, H. G., and Goodell, H. 
Pain sensations and reactions. Baltimore, Williams & 
Wilkins, 1952, p. 435. 

10. Grundfest, H.; Hay, J. J., and Feitelberg, S. 
A strain gage recorder for physiological volume, pres- 
sure and deformation measurements. Science 101:255 
March 9, 1945. 

Il. Schwartz, A. Sata ., and Laszlo, D. 
Studies on pain. Merch 24, 1950. 
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actuating ELECTRONIC 


Fig. 2 * Mode of action of electrical stimulator 


investigate the general effects of certain 
analgesics. 

In the present study a standardized 
electric stimulus delivered from a newly 
designed stimulator was applied to a 
tooth. A stimulus intensity sufficient to 
produce a subjective pain reaction is ac- 
companied by a constriction of the digital 
arterioles and a consequent decrease of 
the finger blood volume (Fig. 1). This 
response, which occurs after a latency of 
one to two seconds, has been used in the 
present work as the objective criterion of 
a painful stimulus. 

Emotional reactions, such as those pro- 
duced by apprehension or by being 
startled, also cause the changes associated 
with a painful stimulus. It was necessary, 
therefore, to incorporate certain precau- 
tions in the experimental technic. The 
patient was comfortably placed in a 
reasonably quiet room, and was unaware 
of the experimental procedures. Thus, 
for example, the electrical stimulus was 
delivered without accompanying clicks 
of switches or other types of warning. To 
minimize errors further, the stimulus 
could be repeated a number of times in 
a reproducible fashion. 


The Stimulator + The electrical stimuli 
were trains of 60 cycle alternating cur- 
rent pulses delivered to a tooth through 
a special electrode assembly. The se- 
quence of events is shown in Figure 2. 

Depressing a silent push button acti- 
vated an electronic timing circuit which 
closed for a specified time a rapidly act- 
ing relay to cause an alternating current 
flow of an intensity controlled by the 
attenuator and for a duration controlled 
by the timer. In the experiments of the 


present series, the duration was constant 
at 0.5 second. The low voltage alternat- 
ing current was converted into a high 
voltage output by an isolation trans- 
former which served two purposes. The 
stimulus was delivered to the tooth 
through a high resistance output circuit. 
The high resistance is desirable in order 
to make the strength of the stimulus 
relatively independent of alterations in 
tooth contact and also as a safety measure 
limiting the stimulating current. This 
requires the use of high voltages at low 
current, hence the step-up transformer. 
The latter, however, is also advantageous 
in that it insures the safety of the patient 
in case of electrical breakdown elsewhere 
in the stimulator. The intensity of the 
stimulus is measured by means of the 
meter inserted in the output. The maxi- 
mum current delivered by the stimulator 
is 1,500 microamperes. Four ranges of 
stimulus intensity are available in the 
stimulator by means of a step switch, 
and the strength from minimum to maxi- 
mum in each range is further controlled 
continuously by a potentiometer. 


The Digital Plethysmograph + The 
strain gauge digital plethysmograph is an 
improved version of the model described 
earlier,” and its mode of operation is 
shown in Figure 3. A light plastic cup is 


A. 
FINGER CUP 
B. 
TRA 
AC WHEATSTONE BRIDGE AMPLIFIER PRISE DETECTOR RECORDER 


Fig. 3 * Mode of action of digital plethysmo- 
graph. A: Mechanical connections for trans- 
mitting digital volume changes to the strain 
gauge. B: Electrical components of plethysmo- 
graph 
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sealed with printer’s compound to the 
first phalanx of a finger of either hand 
(Fig. 3, A). The cup is connected 
through pressure tubing to a tambour, the 
rubber membrane of which rises or falls 
slightly with changes in the volume of 
the finger. These movements in turn 
stretch or relax slightly a strain gauge 
wire, which thereby changes resistance. 
This strain gauge forms part of a sensi- 
tive alternating current Wheatstone 
bridge (Fig. 3, B), and the alteration in 
its resistance is transmitted to a phase 
detector. The output of the latter actuates 
the pen of an ink recorder to produce 
the traces seen in Figures | and 4. 


The Plethysmogram + A sequence of 
three digital responses to successively 
weaker stimuli is reproduced in Figure 1. 
The first of these, caused by the strongest 
of the stimuli, is shown enlarged in Fig- 
ure 4, At rest, the digital plethysmogram 
shows the rhythmic oscillations of finger 


volume during each pulse. The ampli- 
tudes of these oscillations remain essen- 
tially constant except for minor slow 
variations which are caused by the 
respiratory rhythm and other factors. A 
painful stimulus produces vasoconstric- 
tion in the arterioles of the digit. This is 
promptly reflected in a diminished excur- 
sion of the finger pulse, and in a decrease 
in the total volume of the blood in the 
finger. These changes are seen clearly in 
Figure 4, the decrease in finger volume 
being represented as a downward move- 
ment of the record. 

As the pain-induced vasoconstriction 
slowly diminishes there is a return to the 
resting condition, the finger pulse volume 
increasing and the volume of the finger 
enlarging. The extent and duration of 
the plethysmographic response is related 
to the intensity of the painful stimulus 
(Fig. 1). For the purposes of the present 
work, however, only the absence or pres- 
ence of the response was used in judging 


Fig. 4 * Detail of digital plethysmographic response to painful stimulus 
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the effectiveness the stimulus for caus- 
ing pain. 

As noted earlier, patient apprehension 
seems to give the saine type of deviation 
from the normal plethysmographic pat- 
terns. Responses to extraneous stimuli or 
apprehension were exsily distinguished 
from those produced by the electrical 
stimulus. The former ‘ended to be ran- 
dom and only occasional under the experi- 
mental conditions. The responses to a 
pain-producing electrical stimulus, on 
the other hand, wer~ obtained repeatedly 
and in coincidence with the stimulus. An 
electrical stimults somewhat weaker than 
that needed to elicit the plethysmographic 
response is perceived by the patient as 
an indefinite sensation, but one which 
clearly is not appreciated as pain. After 
some practice, most patients could dis- 
tinguish this from pain and were asked 
to signal the occurrence of either sensa- 
tion. The plethysmographic response al- 
ways occurred in conjunction with the 
patient’s perception of pain. 

Frequent repetition of stimuli at short 
intervals may result in loss of response. 
It may be possible that the same stimulus 
repeated over and over in the same area 
actually was no longer painful because 
of some type of accommodation. In fact, 
this was the opinion of patients in whom 
the effect was observed. This, however, 
presents a problem in standardization, 
as it is necessary to know whether the in- 
creased stimulus amplitude required to 
cause a response is due to accommodation 
rather than to the anesthetic. For pur- 
poses of this study, those patients who 
failed to yield pain responses at the mini- 
mum threshold level at the termination 
of the experiment were considered to ex- 
hibit accommodation and therefore were 
not included in the data presented here. 


Material + The method described here 
was primarily intended for evaluation of 
commercially available, clinically em- 
ployed dental anesthetics. However, these 
various preparations have differing con- 
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centrations of their active ingredients de- 
termined, at least in part, by considera- 
tions of relative toxicity. Therefore, 
evaluation of their effectiveness in clinical 
practice by comparing the actions of 
equal amounts of these ingredients would 
have little or no practical significance. 
On the other hand, comparisons between 
the action of a constant volume of each 
available preparation with the effects of 
the same volume of a standard reference 
solution may be directly applicable to 
clinical usage. Procaine hydrochloride 2 
per cent with epinephrine 1:50,000 has 
been the common reference standard in 
various types of studies for evaluating 
anesthetic action and is also a commonly 
used dental anesthetic. It has also been 
chosen as the reference standard for the 
evaluations based on plethysmography. 
A representative of the newer anesthetic 
solutions, metabutethamine hydrochlo- 
ride, was chosen as the test solution of 
the pilot experiments. This anesthetic is 
commercially available only as the 3.8 
per cent solution with epinephrine 1 :60,- 
000 (Unacaine Hydrochloride). The 
volumes injected were 0.5 cc. in all ex- 
periments. 


Experimental Procedure * Although any 
tooth in the dental arch might have been 
used in this study, the upper lateral in- 
cisors were selected and used exclusively 
because it was felt they offered the 
greatest ease in developing a standardized 
procedure which could be duplicated 
readily. Patients, to be used in this study, 
had to meet three requirements: 


1. Their upper lateral incisors had 
to be vital, noncarious, and free of any 
large restorations. 


2. The arrangement of the six upper 
anterior teeth in the arch had to be 
normal, free from noticeable overlapping 
which might position the apexes of the 
lateral incisors atypically. 

3. Each patient had to be tested with 
the plethysmograph to determine whether 
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he gave sufficiently clear cut repeatable 
response to a painful stimulus. 

All tests were run in rooms that were 
free from disturbing noises and distract- 
ing influences. The patient was placed in 
a dental chair which was tilted back to 
a reclining position, and a soft pillow or 
pad was placed on the head-rest. Rubber 
dam was applied from cuspid to cuspid, 
and a modified no. 27 S. S. White clamp 
(Fig. 5) was placed on a central incisor 
and used to fixate the local stimulating 
electrode. 

It was found important to immobilize 
the point of contact of the electrode in 
order to eliminate variations in threshold. 
The clamp was modified by drilling sev- 
eral holes at the center of the bow, 
then processing acrylic resin (A) over the 
bow. Compound was used to seal the 
clamp to the anterior teeth. The elec- 
trode was placed so that the contact 
point touched the incisal edge of the 
lateral incisor and the body of the elec- 
trode rested in the trough (B) cut in the 
acrylic resin over the bow. The electrode 
was then fixed in this position by sealing 
it with compound in the area of the 
acrylic resin. 

The electrode (Fig. 6) was specifically 
designed for this study because it was 


Fig. 5 * Clamp to fixate electrode. Latter is 
cemented into the groove (B) formed in acrylic 
resin (A) which is mounted on a no. 27 S. S 
White clamp 


Fig. 6 * Stimulating electrode. A, saline filled 
glass tube; B, rubber tubing; C, silver wire con- 
nected to the stimulator lead; D, closing plug; E, 
cotton wick projecting from small opening of 
glass tube and making contact with tooth; F, 
plastic insulating jacket on silver wire 


found that consistent results could not 
be obtained with the electrodes that are 
supplied with commercial pulp testers 
and stimulators. It consists of a glass body 
(A) drawn to almost capillary size at the 
point of contact. For ease of application 
the contact area was bent at right angles 
to the body. A short section of rubber 
tubing (B) was sealed to the glass body 
and a silver wire (C) extended into the 
latter for a short distance. The free end 
of the rubber tube was sealed with a glass 
stopper (D). A cotton wick (E) was 
threaded into the glass tube and extended 
beyond the fine opening of the contact 
for about 1 mm. Before the electrode was 
placed on the tooth it was filled with 
normal saline solution by injection 
through the rubber tubing. The patient 
held a moist ground electrode in one 
hand, and the finger cup of the plethys- 
mograph was applied to either the third 
or fourth finger of the other hand. 

The finger cup (Fig. 3, A) had to be 
applied in a careful manner. The hole in 
the base of the cup was cut so as to fit, 
without constricting, over the finger in 
the region just above the joint of the 
distal phalanx, and the cup sealed in this 
area with melted printer’s compound.!” 

The glue was allowed to cool and the 
cup examined for proper seal. The finger 
cup was then attached to tubing connect- 


12. Printer's Roller Composition, wint 
by Bingham Bros., New 
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ing with the plethysmograph, and the 
ground wire and electrode were con- 
nected to the stimulator. The plethysmo- 
graph was balanced, calibrated, and 
tested for leakage. The plethysmogram 
was then taken for a short interval in 
order to obtain the normal pattern for 
the individual subject. A weak stimulus 
was applied and the strength increased at 
intervals until a value was reached which 
caused a plethysmographic response. In 
most patients the threshold was approxi- 
mately 2 microamperes. This threshold 
was checked by repeating the stimulus 
several times. If each time that the stimu- 
lus was applied the patient gave a re- 
sponse and if this response did not occur 
with a slightly weaker stimulus, then the 
minimum threshold of pain response for 
this individual was considered estab- 
lished. The rubber dam was then folded 
over the lateral incisor to be tested. The 
area at the buccolabial fold was dried 
and treated with benzalkonium (Zephi- 
ran) chloride. 

The anesthetic to be tested was in- 
jected subgingivally, using a 1 cc. Luer 
syringe which could be read to the 
nearest 0.02 cc. A one inch no. 25 gauge 
needle was used and inserted so that in 
the operator’s judgment its point would 
be as close as possible to the apex of the 
tooth, without injecting subperiosteally. 
All injections were timed for 30 seconds. 
The rubber dam was again fixed in posi- 
tion with the dam retainer, and the 
threshold stimulus previously obtained 
was repeated at intervals until it no longer 
caused a plethysmographic response. This 
point represents the onset or inception of 
local anesthesia. 

The stimulation was repeated three 
times at intervals of about 20 seconds, 
and if no responses were elicited, the 
strength of the stimulus was increased 
until a response once more occurred. The 
stimulus intensity, therefore, was used to 
indicate the depth of anesthetic action. 
Once the maximum depth of anesthesia 
was attained, stimuli were given less 


frequently, but the frequency of testing 
was again increased when the level of 
anesthesia began to decline. The course 
of local anesthesia was then followed 
until a response once more occurred at 
the original threshold level of the stimu- 
lus. 


RESULTS 


The data obtained in the plethysmo- 
graphic records frequently consisted of 
charts (such as are shown in Figures | 
and 4) 10 feet or more in length. They 
are more readily visualized after tran- 
scription into graphs (Fig. 7, 8), and 
further summarized for all the measure- 
ments as in Tables 1 and 2. 

Figures 7 and 8 show individual ex- 
periments of the time course of the 
changes in the strength of the stimulus 
necessary to produce a plethysmographic 
response just prior to and after injections 
of the test anesthetics into the same tooth. 
Intensity of the electrical stimulus is 
plotted as the logarithm of the current. 
The threshold strength remained un- 
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Fig. 7 * Comparison of anesthetic action of 2 
per cent procaine hydrochloride and 3.8 per cent 
metabutethamine hydrochloride. Electrical thresh- 
old to elicit a plethysmographic response is ex- 
pressed in logarithmic units 
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Fig. 8 * Comparison of anesthetic action of 
same drugs shown in Figure 7. Greater variability 
in action of 2 per cent procaine hydrochloride 
can be seen by comparing Figures 7 and 8 


changed during an induction period after 
the end of the injection. It then rose to 
reach a maximum value which might 
persist for some time, and then decreased 
again. As noted earlier, the data of this 
report are based only on those experi- 
ments in which the final electrical 
threshold was the same as the initial. 
This group of experiments is described in 
Table 1 with respect to induction time, 
depth and relative effectiveness of anes- 
thetic action. A summary of the results 
is given in Table 2. 


Induction Time + The onset of anesthetic 
action, determined as the earliest times 
of elevation of the electrical threshold, 
was earlier in all experiments after in- 
jection of the test solution, metabute- 
thamine hydrochloride (Fig. 7 and 8; 
column pair 5, Table 1). The average 
induction time for the standard solution 
(procaine hydrochloride) (3.5 minutes) 
was almost twice as great as for the test so- 
lution (1.8 minutes, column 2, Table 2). 
Although the difference was consider- 
able and was observed in all experiments 
(Table 1), the induction times for both 
solutions were relatively short and this 


time difference would probably not be 
important in most clinical applications. 


Depth of Anesthesia * Injection of 0.5 
cc. of 3.8 per cent metabutethamine hydro- 
chloride resulted in anesthetic block 
which, in all but one experiment, could 
not be overcome by the strongest stimulus 
(1,500 microamperes) delivered by our 
instrument (column pair 6, Table 1). 
The patient in whom this anesthetic had 
less than maximal effect (A;) was also 
the one in whom two trials with injec- 
tions of procaine hydrochloride had 
no (A;) or minimal (Age) effect. In one 
other instance (D) the effect of inject- 
ing the procaine hydrochloride solution 
was also minimal. In four other instances 
the action of procaine hydrochloride was 
submaximal, the block being overcome 
by stimuli ranging in strength from 75 
to 450 microamperes. Only in two in- 
stances was the block by procaine hydro- 
chloride injection so large that it could 
not be overcome by the strongest avail- 
able stimuli. 


Relative Performance of the Two Anes- 
thetics * Clinical effectiveness of local 
anesthesia is composed of two factors— 
depth of anesthesia and the duration of 
its action. Figures 7 and 8 show com- 
parisons of both these factors for the 
reference and test solutions. To describe 
the total relative effectiveness of the two 
anesthetics under the present experi- 
mental conditions, a numerical coefficient 
has been devised based on the measure- 
ments of the areas under the curves such 
as are shown in Figures 7 and 8. The 
relative areas were determined by draw- 
ing each curve on coordinate paper of 
uniform weight, cutting out the shape 
so determined and weighing.’* These 
weights are given in column group 7 of 
Table 1, as are the ratios for the weights 
with the experimental anesthetic (meta- 
butethamine hydrochloride) the 


reference standard (procaine hydrochlo- 
ride). 
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Table 2 * Summary of results 


1 | 2 | 3 | 4 | 5 
Induction Relative | Coefficient 
time |Depth| effective- | of effec- 
ness tiveness 
Reference 
solution 3.5 min. 421 ua 0.28 1.0 
Test 


solution 1.8 min. 1,406 yo 1.06 3.8 


The greater variability of the total 
effectiveness of the 2 per cent procaine 
hydrochloride solution is seen from col- 
umn 7, a of Table 1, the range of values 
being nearly 20:1, while for the 3.8 per 
cent metabutethamine hydrochloride so- 
lution the range (column 7, b) is about 
3:. The ratios between the pairs of values 
for the two solutions (column 7, c), 
therefore, also varied considerably, that 
of the average being approximately in 
the ratio 4:1. On the basis of the numeri- 
cal coefficient obtained as described, the 
relative effectiveness of the test solution 
(3.8 per cent metabutethamine hydro- 
chloride) was about four times as great 
as the relative effectiveness of the refer- 
ence standard (2 per cent procaine hydro- 
chloride). 

These results may be summarized as 
follows: A 0.5 cc. injection of 3.8 meta- 
butethamine hydrochloride gives con- 
sistently earlier, deeper and longer lasting 
anesthesia than does an injection of the 
same volume of 2 per cent procaine 
hydrochloride. All these features are to be 
seen in the individual experiments illus- 
trated in Figures 7 and 8. They were 
sufficiently characteristic and consistent 
to permit their use as a means of identify- 
ing unknown solutions of the two anes- 
thetics. It must be made clear, however, 
that these data are based entirely on the 
use of infiltration of 0.5 cc. of solution. 
This volume was found to be most suit- 
able for purposes of this study. The re- 
sults may or may not differ when 1.0 cc. 
or 2.0 cc. volumes are used, or when an 


equally high concentration of procaine 
hydrochloride is employed. 


DISCUSSION 


The plethysmographic technic has cer- 
tain shortcomings. The equipment is in- 
tricate, costly and requires experience for 
proper operation. The subjects must be 
selected since for various reasons not all 
give suitably clear-cut pain responses. 
This is not a serious drawback since a pa- 
tient may be screened quickly and easily 
at the same time that the pain threshold 
is determined—prior to injection. An- 
other disadvantage is the fact that the 
same subject cannot be employed too 
many times. For some reason, not yet 
fully understood, some patients do not 
exhibit the typical responses after a num- 
ber of tests. Again, this is not a serious 
handicap, since accommodation of this 
type is readily discernible, and when de- 
tected the subject need no longer be used. 

The validity of this method may be 
questioned on the basis that electrical 
stimulation does not necessarily simulate 
operatively induced dental pain, even 
though the former source of painful 
stimulation lends itself most readily to 
experimental and clinical control and 
hence is the most accurate and useful 
procedure available. In early prelimi- 
nary tests, mechanical and thermal 
stimuli were employed by operating on 
exposed dentin and comparable plethys- 
mograms were obtained, but it was not 
possible to quantitate the magnitude of 


13. Tests for uniformity of the paper, accuracy of the 
cutting process and of weighing indicated that an 
accuracy of | per cent was easily obtained. The areas 
represented by these weights are of Log. stimulus vs. 
time. The logarithm of the stimulus was chosen because 
in most known cases™ stimulus effectiveness is more 
nearly proportional to the logarithm than to the linear 
value of the parameter. Comparisons between the 
areas obtained from linear plots would have greatly 
accentuated the differences between the values of 
column 7, Table |, for the two anesthetics. 

14. Stevens, S. S., editor. Handbook of experimental 
psychology. New York, John Wiley & Sons, 1951, p. 1436. 

15. Goetzl, F. R.; Burrill, D. Y., and Ivy, A. C. A 
critical analysis of algisimetric methods with sugges- 
tions for useful procedure. Quart. Bull. Northwestern 
University M. Schoo! 17:280, 1943. 
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the stimuli. During anesthesia to these 
stimuli as reported subjectively, the 
plethysmogram showed an absence of the 
responses associated with pain. Hence, 
the objectively determined plethysmo- 
graphic response to electrical or mechani- 
cal stimulation of the tooth appears to 
indicate dental pain, and its absence the 
achievement of anesthesia. 

The advantages of the method appear 
to outweigh by far its disadvantages. The 
use of the digital plethysmograph in con- 
junction with controlled electrical stimu- 
lation permits the elimination of almost 
all of the variables inherent in the clinical 
survey. It makes possible comparisons in 
which the same patient is used, one tooth 
is employed and one type of injection is 
administered by one operator. The obser- 
vations are entirely objective, since the 
resultant responses are automatically 
registered and permanently recorded 
with neither the operator nor the patient 
involved in the expression of subjective 
impressions. The method is rapid in com- 
parison with the clinical survey. In the 
former a few injections are required, 
whereas the latter calls for several thou- 
sand injections over a period of years. 

Finally, this method measures, at all 
times, true dental anesthesia as differen- 
tiated from soft tissue anesthesia which 
is commonly and erroneously accepted as 
representative of dental anesthesia. 

This method would appear to be of 
use in the following studies, some of 
which are now under way by the authors: 

1. The determination, in terms of 
electrical threshold, of the minimum 
depth of local anesthesia required to per- 
mit pain-free operative procedures. The 
importance of such data is obvious when 
one considers that anesthetic intensity 
beyond this level may be superfluous. 

2. The determination of the effect of 
varying volumes and varying concentra- 
tions of anesthetic solutions on the re- 
sultant clinical dental anesthesia. 

3. The evaluation of newly developed 
local anesthetic solutions. On the basis 
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of correlations between the plethysmo- 
graphic results and subsequent routine 
clinical tests it is possible to screen rapidly 
new products for clinical tests. 

4. As a result of the aforementioned 
studies, it may be feasible to set up stand- 
ard specifications for varying grades of 
local anesthetic solutions. 

5. Preliminary work has been per- 
formed to check the validity of reported 
clinical observations of the action of such 
drugs as meperidine hydrochloride in 
combination with local anesthetic solu- 
tions.'*18 

6. A study that should further interest 
the profession would be a comparison of 
the commercially available high potency 
solutions. 


CONCLUSIONS 


1. A method has been developed for 
measuring and recording objectively and 
quantitatively true dental anesthesia— 
from its inception to time of complete 
dissipation. 

2. One of the newer local anesthetics, 
metabutethamine hydrochloride 3.8 per 
cent, epinephrine 1:60,000, was found 
(1) to have more rapid onset, (2) to 
produce more intense anesthesia and (3) 
to maintain anesthesia over a longer 
period of time than did the reference 
standard, procaine hydrochloride 2 per 
cent, 1:50,000 epinephrine. 

3. The differences between the two 
test solutions were sufficiently charac- 
teristic and consistent as to permit their 
identification when they were employed 
as unknowns. 

4. Further possible studies in the den- 
tal applications of digital plethysmog- 
raphy are outlined. 


16. Copen, |. S. Premedication by comedication in 
local anesthesia. Am. J. Orthodont. & Oral Surg. 
(Oral Surg. Sect.) 33:290 April 1947. 

17, Sherman, H., and Oman, C. R. Combined anes 


thesia in operative dentistry. J.A.D.A. 42:294 March 
1951. 


18. Feinman, J. Meperidine hydrochloride-procaine 
in oral surgery. New York D.J. 19:64 Feb. 1953. 
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A proposed specification 


for dental chromium-cobalt casting alloys 


Duane F. Taylor,* M.S.E., and W. T. Sweeney,t A.B., 


Washington, D. C. 


Chromium-cobalt base alloys were intro- 
duced for dental use in 1929" and since 
that time have shown gradual and steady 
gains in favor. Whereas the desirable 
physical properties of these materials and 
their relatively low cost have promoted 
their use, the necessity of using specialized 
equipment and technics has restricted 
their application almost entirely to com- 
mercial dental laboratories. In recent 
years, as dentists have come to rely more 
on the services of commercial laboratories 
and of auxiliary personnel in general, the 
chrome-cobalt alloys have nearly pre- 
empted the partial denture field. 

The increasing use of these materials 
has been accompanied by the appearance 
on the market of many new products of 
this type, which exhibit wide variations 
in their suitability for dental use. As the 
number of products has increased, a 
growing need has been felt by the dental 
profession and the laboratories for a spe- 
cification as an aid in the selection of 
material. The interest of the federal 
dental services has been particularly pro- 
nounced since a specification would fa- 
cilitate their selection of satisfactory 
alloys. 

Many investigators have studied these 
alloys, but in general the research has 
been directed toward industrial use rather 
than dental application. Very little infor- 
mation about the properties of the dental 
alloys can be found in the literature. 


This specification is proposed as an 
initial approach to this problem. It has 
been approved by the specifications com- 
mittee of the dental materials group of 
the International Association for Dental 
Research. The requirements proposed in 
this specification are based on the work 
done by Paffenbarger, Caul, and Dickson! 
and more recently by Taylor, Leibfritz 
and Adler? at the National Bureau of 
Standards, and by Bush, Ingersoll, Mahl- 
er, and Peyton* at the University of 
Michigan. The tensile test specimen de- 
sign and spruing arrangements recom- 
mended are essentially those developed at . 
the University of Michigan. 

As far as possible the following princi- 
ples were observed in drafting this speci- 
fication : 


This specification was prepared under the direction of 
the subcommittee for base metal denture casting omer. 
of the specifications committee, of the dental materials 
group, of the International Association for Dental Re- 
search: 7. E. Moore, chairman; F. A. Peyton, and W. T. 
Sweeney. 

This report is a part of the dental research program 
onducted at the National Bureau of Standards in co- 
operation with the Council on Dental Research of the 
American Dente: Association, the Army Dental Corps, 
the Air Force Dental Service, the Navy Dental Corps 
and the Veterans Administration. 

*Physical metallurgist, dental research section, Na- 
tional Bureau of Standards. 

tChief, dental research section, National Bureau of 
Standaras. 

|. Paffenbarger, George C.; Caul, H. J., and Dick- 
on, George. Base meta! alloys for oral restorations. 
J.A.D.A. 30:852 June 1943. 

2. Taylor, Duane F.; Leibfritz, Walter A., and Adler, 
Alfred G. Physical properties of chromium cobalt den- 
tal alloys. In preparation. 

3. Bush, S. H., and others. Navy Contract Reports 
Né-onr-232_ and NR 180-360, University of Michigan 
School of Dentistry. 
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1. The requirements specified were se- 
lected to define satisfactory materials and 
to eliminate materials having properties 
inferior to those readily obtainable in cur- 
rently available, clinically acceptable 
products. 

2. The specification defines two types 
of alloy within which acceptable products 
may be used interchangeably without ma- 
jor alterations in equipment or technic. 

3. The requirements and procedures 
were chosen to parallel as far as practic- 
able those existing specifications for other 
materials used for the same purpose.* 

4. The test methods specified were se- 
lected for simplicity in order to reduce 
the required interpretation of the obser- 
vations as far as possible without sacrific- 
ing precision. 

Certain of the individual requirements 
of the specification merit further discus- 
sion. 

This specification divides the chrom- 
ium-cobalt base dental casting alloys into 
two types on the basis of the liquidus 
temperatures. The dividing temperature 
has been taken as 2,400°F. on the basis 
of advice from the manufacturers of in- 
vestments for these materials that alloys 
melting above 2,400°F. cannot be cast 
with routine success into gypsum-bonded 
investments. Since the technics required 
for the water-mixed, gypsum-bonded in- 
vestments differ greatly from those em- 
ployed for materials utilizing ethyl silicate 
or some other high temperature binder, 
this constituted a logical basis for a divi- 
sion into two types. 

The composition requirement, that the 
alloy contain a total of no less than 85 
per cent by weight of chromium, cobalt, 
and nickel, serves two purposes. It de- 
fines the general group of alloys covered by 
the specification somewhat more closely 
than does the title, and at the same time 
it is an attempt to compensate for the 
lack of a satisfactory test for corrosion 
resistance under oral conditions. The con- 
ditions within the oral cavity vary widely 
with respect to oxidation-reduction poten- 
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tial and saliva composition. No currently- 
known corrosion test shows adequate 
correlation with clinical performance. In 
the absence of a satisfactory test, general 
clinical experience indicates that this 
composition requirement gives reasonable 
assurance of corrosion resistance. 

The specimen design used for the de- 
termination of tensile properties was 
selected as approximating dental dimen- 
sions, and, on the basis of the results of 
Bush and co-workers, as showing greate1 
uniformity of properties and freedom 
from casting failure than other designs. 
The chrome-cobalt alloys are particularly 
hard to cast in the rod form used for test- 
ing dental golds. 

The requirements for the tensile prop- 
erties correspond approximately to those 
of Federal Specification QQ-G-540 for 
dental casting golds, Type IV. The hard- 
ness requirement is in terms of a Rockwell 
superficial hardness scale (30N), rather 
than the Brinell test employed for golds, 
because the diamond indenter used in the 
Rockwell test is not subject to the defor- 
mation that occurs in the ball indenter of 
the Brinell tester when used on hard ma- 
terials. 


PROPOSED SPECIFICATION FOR 
DENTAL CHROMIUM-COBALT 
CASTING ALLOY 


1. SCOPE AND CLASSIFICATION 


1.1 Scope. This specification covers 
chromium-cobalt casting alloy of the type 
used in removable partial denture pros- 
thesis. 


1.2 Types. The chromium-cobalt alloys 
covered by this specification shall be of 
the following types as specified by the 
purchaser : 

Type I. High fusing 


Type II. Low fusing 


4. Federal Specifications OQ-G-540 for gold: casting 
inlay, dental. Jan. 10, 1941. 
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2. APPLICABLE SPECIFICATIONS 


2.1 Specification. There are no other 
specifications applicable to this specifi- 
cation. 


3. REQUIREMENTS 


3.1 Color. The color of the alloy shall 
be the color specified by the purchaser. 


3.2 Composition. The alloy shall con- 
tain a total of not less than 85 per cent 
by weight of chromium, cobalt and nickel. 


3.3 Physical Properties. 

3.3.1 Fusion temperature. The fusion 
temperature of the alloy shall be as fol- 
lows: 

Type I 2,400°F. minimum 

Type II 2,400°F. maximum 

3.3.2 Mechanical properties. The 
mechanical properties of both types of 
the alloy shall be as listed in the table. 


3.4 Manufacturer’s Instructions. In- 
structions for use shall accompany each 
package. The instructions shall include 
casting temperature of the alloy, burnout 
temperature of the investment, a descrip- 
tion of necessary auxiliary materials and 
equipment, and any precautions for satis- 
factory use. 


4. SAMPLING, INSPECTION, 
AND TEST PROCEDURES 


4.1 Sampling. The manufacturer shall 
provide a set of six specimens, of the type 
described in 4.3.3.1, cast from each of the 
lots or batches of alloy included in the 
delivery. The specimens shall be submit- 
ted in the “as cast” condition and with 
sprues and buttons attached. An addi- 
tional 6 ounces of material shall be taken 
by the purchaser from each lot or batch of 
material,included in the delivery. It shall 
be taken in portions of approximately | 
ounce each, from as many packages as 
possible, the packages being chosen at 
random for this purpose. The specimens 
submitted by the manufacturer shall be 


used in the tests for compliance with all 
requirements of 3.3.2. The sample se- 
lected from the delivery shall be used in 
the tests for compliance with the require- 
ments of 3.1, 3.2 and 3.3. 


4.2 Inspection. The 6 ounce sample 
(4.1) shall be inspected for color. Each 
package from which material was taken 
in selecting the 6 ounce sample shall be 
inspected for packaging (5.1), marking 
5.2) and manufacturer’s instructions 
(3.4). 


4.3 Test Procedures. 

4.3.1 Composition. At the option of the 
purchaser, certification by the manufac- 
turer that the alloy contains a total of not 
less than 85 per cent of chromium, cobalt 
and nickel may be considered to satisfy 
the composition requirement. Otherwise 
the composition shall be determined by 
wet analysis. Analyses for chromium, 
nickel and cobalt shall be made by proce- 
dures given in J. Research NBS 53:353 
(1954), ASTM Methods of Chemical 
Analysis of Metals (1950), Chemical 
Analysis of Iron and Steel, by Lundell, 
Hoffman and Bright, or by methods dem- 
onstrated to be of equal accuracy. The 
determined values for metallic constitu- 
ents shall be recorded as the nearest 0.5 
per cent. When a determined value falls 
midway between a half and a whole num- 
ber, the whole number shall be recorded. 

4.3.2 Fusion temperature. The fusion 
temperature shall be the liquidus tempera- 
ture as determined by cooling curves. The 
manufacturer shall determine and certify 
the fusion temperature. The purchaser 
may, at his option, accept such certifica- 
tion as satisfying the fusion temperature 
requirement. 

4.3.3 Physical properties. 

4.3.3.1 Preparation of specimens. Phys- 
ical properties other than fusion temper- 
ature shall be determined on the set of six 
specimens submitted by the manufacturer 
and on a set of six specimens prepared 
from the sample taken from the delivery. 
The purchaser may, at his option, accept 
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Table * Requirements for mechanical properties 


| 
Yield strength Elongation 
—| Tensile (1 in. 
Stress strength gouge Rockwell 
range | psi length) 
% 
Max. Min. Min. Min. 
§,000 to 0.0025 90,000 1.5 50 


60,000 


the values for physical properties as de- 
termined on the specimens submitted by 
the manufacturer without preparing and 
testing specimens from the delivery. The 
specimens shall be tested in the “as cast” 
condition without subsequent heat treat- 
ment. The specimens shall be of the type 
and dimensions indicated in Figure 1. 
They shall be cast in accordance with the 
manufacturer’s directions for partial den- 
tures except that where those directions 
conflict with the provisions of this specifi- 
cation, the specification shall be followed. 
Two, three or four such patterns may be 
symmetrically arranged around a central 
sprue, and be provided with gates, risers 
and vents in a manner similar to that in- 
dicated in Figure 2. If so desired, a con- 
tinuous ring of adequate cross section may 
be submitted for individual risers. 
4.3.3.2 Compliance. A batch of alloy 
shall be considered to meet the require- 
ments for tensile properties and hardness 
when all of the recorded values for three 
or more of each set of six specimens tested 
meet the requirements of the table. 
4.3.3.3 Yield strength. The yield 
strength shall be determined by the “ex- 
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tension under load” method using ar 
averaging extensometer and a one inch 
gauge length. An initial load calculated 
to produce a stress of 5,000 pounds per 
square inch shall be applied to the speci- 
men and the strain gauge read. The load 
shall then be increased to produce a stress 
of 60,000 pounds per square inch and a 
second reading taken. The difference be- 
tween the two readings shall be recorded 
to the nearest 0.0001 inch per inch. When 
the determined value falls midway be- 
tween two numbers, the even number 
shall be recorded. The load shall be ap- 
plied at a rate of not less than 50 nor 
more than 100 pounds per minute. 

4.3.3.4 Tensile strength. After the load- 
ing for the yield strength (4.3.3.3) has 
been completed and the strain gauges 
have been removed, additional load shall 
be applied to the specimen until rupture 
occurs. The determined value for tensile 
strength shall be recorded to the nearest 
1,000 pounds per square inch. When the 
determined value falls midway between 
two numbers, the even number shall be 
recorded. 

4.3.3.5 Elongation. The elongation shall 
be determined after rupture on the speci- 
mens used in the tests for yield strength 
and tensile strength. Elongation shall be 
measured on a | inch gauge length. Cast- 
ings that break outside of the gauge marks 
shall not be repulled, but the elongation 
between the marks shall be recorded. The 
determined value shall be recorded to the 
nearest 0.1 per cent. When the deter- 
mined value falls midway between two 


TENSILE TEST SPECIMEN 


1/4" RADIUS 


092.01" DIAMETER 


1 3/8" (2-24 THREADS 


Figure | 
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MOLD DESIGN 
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TENSILE SPECIMENS 
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SURFACE 
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Figure 2 


numbers, the even number shall be re- 
corded. 

4.3.3.6 Hardness. The Rockwell 30N 
number shall be determined on each ten- 
sile specimen. After fracture the tensile 
specimens shall have a flat surface wet 
ground on their rod portions. Five inden- 
tations shall be made on the flat surface 
of each specimen no nearer than one- 


eighth inch from the fractured end or 
from the tapered end. The high and the 
low readings shall be discarded and the 
remaining three shall be averaged. The 
average hardness number of each speci- 
men shall be recorded to the nearest 
whole number. When the determined 
value falls midway between two numbers, 
the even number shall be recorded. 


5. PREPARATION FOR DELIVERY 


5.1 Packaging. Unless otherwise speci- 
fied, the alloy shall be packaged in ac- 
cordance with acceptable commercial 
practice. 

5.2 Marking. Each package shall be 
marked with the name of the manufac- 
turer or contractor, name of the material, 
type and minimum net weight of con- 
tents, together with a serial number or 
combination of letters and numbers which 
shall refer to the manufacturer’s records 
for the particular lot or batch of alloy. 
The date of manufacture shall be indi- 
cated either as part of the serial number 
or as a separate item. 

5.3 Instructions for Use. Instructions 
for use shall accompany each package 
(3.4). 


Transmission of Ideas * From the point of view of the history of science, transmission is as 
essential as discovery. If the results of Ptolemy’s investigations had been hidden instead of 


published, or if they had been lost in transit, they would 


almost as if they had never been. 


George Sarton, Introduction to the History of Science, vol. 1. 
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The relation of periodontal diseases 


to public health 


Clifton O. Dummett, D.D.S., M.S.D., M.P.H., 


U.S. Air Force 


Public health is defined’ as the science 
and art of preventing disease, prolonging 
life and promoting physical and mental 
efficiency through organized community 
effort. Knutson® observes that this defini- 
tion, despite its comprehensiveness, is not 
sufficiently practical. The specific objec- 
tives*® of public health as they affect den- 
tistry encompass the prevention, early 
diagnosis and treatment of dental caries, 
malocclusion, oral clefts and other 
anomalies, cancer and traumatic injuries 
of the teeth and maxilla. In addition 
there are instructions in acceptable oral 
hygiene, the prevention and treatment of 
gingival and periodontal diseases, the 
production of scientifically accurate in- 
formation, the motivation of proper oral 
health habits and attitudes on the part of 
the public, and the development of lec- 
tures for dental public health programs. 

Periodontics is that specialty of dental 
science which is concerned with the 
study, prevention and treatment of dis- 
eases of the supporting tissues of the 
teeth. In origin or in effect, periodontal 
diseases may include those local or sys- 
temic disturbances of the supporting 
tissues which may be morphologic, infec- 
tious, traumatic or degenerative. - 

After 35 years of age patients lose more 
teeth as a result of periodontal disease 
than from any other single dental dis- 
ease.**® Affections of the periodontium 
must therefore be reckoned with, both as 
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a major concern in present-day dentistry, 
and as one of the health problems in need 
of support by the public health profes- 
sion. 


PUBLIC HEALTH ASPECTS OF 
PERIODONTAL DISEASE 


An inspection of the teeth and their sup- 
porting tissues and an evaluation of other 
oral and systemic conditions are essentials 
in the examination of patients for perio- 
dontal disease. These examinations con- 
stitute the basis of diagnosis and should 
enable the periodontist to determine the 
distinctive nature of periodontal diseases. 
A thorough examination is a prerequisite 
for effective treatment. 

Indispensable requirements for perio- 
dontal diagnosis include an over-all ap- 


Presented before the Section on Periodontics, ninety- 
seventh annual session, American Dental Association, 
Atlantic City, N. J., October |, 1956 

The opinions expressed herein are solely those of the 
author and do not necessarily reflect policies of the 
U. S. Air Force Medical Service. 

Major, Dental Corps, U. S. Air Force, 5005th U. S. 
Air Force Hospital, A. P. O. 942, Seattle, Wash. 

|. Winslow, C. E. A. Untilled fields of public health. 
Mod. Med. 2:183 March 1920. 

2. Pelton, W. J., and Wisan, J. M. Dentistr 


J v in public 
health, ed. 2. Philadelphia, W. B. Saunders 


o., 1955. 
3. Proposed report on educational qualifications of 
a health dentists. Am.J. Pub. Health 42:188 Feb. 


4. Allen, E. F. Statistical study of the primary causes 
of extractions. J.D. Res. 23:453 Dec. 1944. 

5. Brekhus, P. J. Dental disease and its relation to the 
loss of human teeth. J.A.D.A. 16:2237 Dec. 1929. 
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praisal of the patient, a consideration of 
the principal complaint, examination of 
the oral cavity, local and systemic case 
histories, history of dietary intake and 
nutritional status, roentgenographic ex- 
amination, study casts and the numerous 
laboratory aids utilized in the diagnosis 
of oral and systemic diseases. The cor- 
rectness of the diagnosis is in proportion 
to the completeness of these specific steps. 

It is in the area of early diagnosis of 
periodontal disease that there is an im- 
portant relationship of periodontics to 
public health. The incipient signs of 
periodontal diseases can be detected by 
careful systematic oral examination, and 
dentists should not be satisfied until such 
examinations have uncovered the etiologic 
factors. The early diagnosis of gingival 
and periodontal disease—a specific objec- 
tive of dental public health—enables 
treatment to be instituted as soon as pos- 
sible. 

The diagnosis of varying types of perio- 
dontal diseases is dependent on an ac- 
ceptable classification. Several classifica- 
tions of periodontal conditions have been 
proposed. The most generally accepted 
ones today are based on Orban’s work’ 
which classifies periodontal diseases on 
the basis of inflammatory, degenerative, 
atrophic, hypertrophic, traumatic and 
neoplastic entities. Such a classification 
is necessary to investigate the epidemi- 
ology of periodontal disease. 

Frost* defines epidemiology as the 
science which considers the occurrence, 
distribution and types of diseases of man- 
kind in distinct epochs of time at varying 
points on the earth’s surface. Epidemi- 
ology presents the relations of these dis- 
eases to inherent characteristics of the 
individual and to the external conditions 
which surround him and which determine 
his manner of life. 

Ever since the examination of ancient 
skulls showed that periodontal diseases 
are probably as old as man, there has 
been much interest in gathering data 
about the types of periodontal disease, 


the persons most affected and the regions 
in which varying conditions occurred. 
These studies of early man indicate that 
soine form of periodontal disease has ex- 
isted in practically every part of the 
world. Surveys of contemporary man re- 
veal a greater prevalence of the more 
severe forms of periodontal disturbances 
in some countries than in others. For 
example, the natives of West Africa have 
been found to have a higher incidence of 
periodontal disease than those of East 
Africa. Generalized gingival hyperplasia 
affects practically 100 per cent of the 
Australian aborigines.® In Europe, south- 
ern and Dinaric races are affected more 
severely with periodontal disease than 
those living in Finland and Lapland." 
In Bombay, India, the disease is more 
prevalent and severe, with as high as 93 
per cent of children (11 to 16 years old) 
being affected.'' Akhter reports’ that 
95 per cent of Punjab school children 10 
to 16 years old showed signs of perio- 
dontal disease, chiefly hypertrophic gin- 
givitis. Considerable evidence from Aus- 
tralasia indicates that the prevalence of 
periodontal disease increases with age.° 

Many of these epidemiologic studies 
record opinions and observations that are 
primarily subjective, and are frequently 
based only on visual inspection of the 
gingiva. Moreover, a wide variation in 
methods of diagnostic technics and ap- 
proaches to surveys has rendered col- 
lected data difficult of confirmation, un- 


6. Thoma, K. H., and Robinson, H. 8B. G. Oral and 
dental diagnosis, ed. 4. Philadelphia, W. B. Saunders 
Co., 1955. 

7. Orban, B. Classification and nomenclature of perio 
dontal diseases. J. Periodont. 13:88 July 1942. 

8. Frost, Wade Hampton. Papers; a contribution to 
epidemiological method. Edited by K. F. Maxcy. New 
York, Commonwealth Fund, 1941. 

9. Cunningham, W. M. Prevalence of periodontal dis- 
ease. 2. In Australasia. Internat. D.J. 5:200 June 1955. 

10. Loos, S. Prevalence of periodontal disease: 3. 
Europe. Internat. D.J. 5:319 Sept. 1955. 

Il. Mehta, F. S.; Sanjana, M. K., and Shroff, B. C. 
Prevalence of periodontal disease. 5. Epidemiology in 
Indian child population in relation to their socio-eco 
nomic status. Internat. D.J. 6:31 March 1956. 

12. Akhter, H. Incidence of periodontal diseases in the 
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reliable in comparison and, therefore, 
limited in value. 

The epidemiologic studies of King, 
Schour, Massler and Marshall-Day evalu- 
ated gingival diseases in children. 
King’s'* objective differentiation of forms 
of gingivitis was expressed quantitatively. 
Marshall-Day and Shourie assessed’ the 
severity of gingivitis on the basis of 
changes in gingival surface margins and 
papillae. For their evaluations, Schour 
and Massler™ used the PMA index, a 
quantitative clinical measurement in 
which the location of gingival inflamma- 
tion provides an estimate of the degree 
of gingivitis in individual instances. All 
of these investigators found that inflam- 
matory gingival conditions occurred in 
more than 90 per cent of the persons 
examined. 

In a more recent study on the incidence 
of gingivitis in Brisbane. school children 
(age 3 to 12 years), Kruger! utilized 
the PMA index and found that the per- 
centage of children with gingivitis ranged 
from 49 per cent (3 year age group) to 
90.5 per cent (9 year age group). There 
was a definite correlation between dental 
caries attack and the incidence and 
severity of gingivitis. 

Studies of the more advanced stages of 
periodontal disease frequently have uti- 
lized roentgenographic estimations of 
bone loss or evaluations of the occurrence 
of the disease without regard to degree 
of severity. In using the amount of bone 
loss as a determinant of the advancement 
of periodontal disease, Marshall-Day'? 
found that the prevalence of periodontal 
diseases with roentgenographic evidence 
of bone loss around one or more teeth 
ranged from 4 per cent (age 13 to 15) 
to 100 per cent (age 65). Above 35 years 
of age, the prevalence of bone loss was 
practically universal. In addition, tooth 
mortality increased from 6 per cent (age 
19 to 20) to 60 per cent (age 60). 

Stahl, Wisan and Miller,’® after taking 
into account the alveolar resorptive 
changes which accompany aging, re- 
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ported a greater severity of bone loss in 
Veterans Administration patients suffer- 
ing from diseases in which general cellu- 
lar metabolism was affected, than in pa- 
tients admitted for local ills. 

Mehta, Grainger and Williams'® ex- 
amined 670 Canadian civil servants (302 
men and 368 women) aged 15 to 24 and 
found that periodontitis simplex was the 
most common form of the disease, affect- 
ing 79.4 per cent of the men and 79.6 
per cent of the women. Periodontitis 
complex was diagnosed for 16.3 per cent 
of the men and 9.4 per cent of the 
women. The pockets per person and per 
tooth were significantly higher in men 
after age 35. Oral hygiene retrogressed 
with age and was poorer in men than in 
women. 

A study by Belting, Massler and 
Schour*® forecasts that 50 per cent of all 
males will have some clinical or roent- 
genographic evidence of periodontal dis- 
ease by the time they are 45 years old. 
An alternative possibility would be the 
loss of all teeth from periodontal disease. 

A promising quantitative method of 
scoring periodontal disease for field 
population studies recently has been de- 
vised by Russell?! who accepted only 
positive signs as an indication of disease, 
thus limiting reporting to late stages of 
the disease. The supporting tissues are 
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estimated individually for each tooth in 
a mouth and are scored according to a 
progressive scale which weighs soft tissue 
inflammation lightly and bone involve- 
ment heavily. The score for an individual 
patient is the arithmetic average of scores 
for all teeth and reflects the status of that 
patient’s periodontal tissues. There is no 
reference to type or etiology of perio- 
dontal disease. Russell’s method of scor- 
ing permits quantitative comparisons 
within human populations. 

In essence, existing epidemiologic in- 
formation shows that periodontal disease 
is widely prevalent, is probably influenced 
by systemic disease, is likely to occur in- 
creasingly with advancing age in both 
sexes and affects men earlier in life than 
women. 

There is a need for indexes of perio- 
dontal activity to procure statistically re- 
liable information for an accurate por- 
trayal of the magnitude and charac- 
teristics of the periodontal problem. The 
present need can be attributed to the 
absence of standardized systems of exami- 
nation and diagnosis, and a lack of uni- 
formity in survey methods which makes 
comparisons difficult if not impossible. 


PUBLIC HEALTH ASPECTS OF 
PERIODONTAL TREATMENT 


A correct diagnosis is a prerequisite to 
effective treatment. To avoid conflict or 
duplication of therapeutic procedures, 
some form of blueprint of treatment plan- 
ning is necessary. The blueprint may con- 
tain several variations of a specific plan 
or different plans of treatment for a 
specific patient. 

The factors which influence treatment 
planning are many and may include the 
anticipated cooperation of the patient, 
the circumstances under which therapy is 
instituted, the ability of the operator, the 
psychologically negative attitude of the 
patient and the patient’s economic status. 
Should periodontal therapy include re- 
storative or prosthodontic adjunctive 


treatment, the increased costs may be- 
come a hindrance to periodontal care. 
Alternative measures, therefore, must be 
kept in mind. 

From the public health viewpoint, it is 
essential to know the factors which in- 
fluence the acceptance or rejection of in- 
dividual periodontal therapy, since in a 
larger sense these factors will influence 
the planning of treatment programs on a 
community-wide basis. Few community 
periodontal care programs exist because 
the problem of periodontal disease has 
been eclipsed by the importance imputed 
to dental caries and the attention given 
that disorder by both private and public 
health dentists. One of the requirements 
for an effective community periodontal 
program is extensive community partici- 
pation in fact finding. Information must 
be collected, analyzed and interpreted. 
Only after this has been accomplished 
can the community plan an intelligent 
preventive and remedial program. 

Various periodontal treatment plans 
have been proposed, all of which include: 
(1) the elimination of doubtful teeth; 
(2) the implementation of periodontal 
treatment; (3) the removal of irritating 
agents; (4) the correction of injurious 
habits; (5) the adjustment of occlusion; 
(6) instruction in oral hygiene; (7) ac- 
complishment of associated rehabilitative 
technics, and (8) the initiation of sys- 
temic therapeusis. 

Most of these processes must be carried 
out on an individual basis. On a com- 
munity-wide basis, however, the correc- 
tion of injurious habits and the improve- 
ment of standards of oral hygiene can be 
accomplished through public health edu- 
cation technics. 


PUBLIC HEALTH ASPECTS 
OF PREVENTION 


A program of prevention of periodontal 
disease can be effective only if it is based 
on a knowledge of the factors causing the 
disease and also on an understanding of 
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its epidemiologic characteristics. Many 
of the local factors that contribute to 
periodontal disease are so well known 
that, on a community scale, prevention 
of the disorder can be promoted through 
the application of recognized dental 
health measures. 

Many of the systemic factors which 
aggravate or produce periodontal disease 
are still little known or understood. In 
these instances, prevention must await 
future disclosures by the researcher. 
There is every reason to believe that 
eventually rational systemic therapy will 
supplement present-day local therapeutic 
measures. 

Some difference in emphasis may be 
made between preventing the occurrence 
of periodontal diseases in those persons 
who have never experienced the condi- 
tion and in preventing a recurrence of 
the condition in patients who have been 
treated successfully. Patients in the latter 
category should be cautioned to maintain 
constant vigilance, since it is necessary 
for such persons to observe a more strict 
mouth hygiene regime than it is for per- 
sons who have never experienced the 
disorder. 

In a_ recent study, Marshall-Day, 
Stephens and Quigley*” found that only 
9 per cent of 1,279 Boston men and 
women (age 13 to 65) were aware of the 
presence of periodontal disease, and only 
7 per cent received treatment for the con- 
dition, despite the fact that the incidence 
of gingival disease ranged from 80 per 
cent at age 13 to 95 per cent at age 65. 
The author estimates that as high as 40 
per cent of the periodontal, patients under 
his care over the past 18 months have 
never received any instruction from a 
dentist in proper oral health care. 

Education appears, therefore, to be of 
major importance. Periodontists as well 
as other dentists must educate both the 
private patient and the public in matters 
of oral hygiene and preventive dentistry. 
Much progress is being made in this field. 
In most dental schools, students are made 
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familiar with the aims and objectives of 
preventive dentistry and dental public 
health and with the social aspects and 
responsibilities of the dental profession. 
Schools emphasize the responsibility of 
the dental practitioner to the community ; 
this is well, as dentistry will continue to 
progress in direct proportion to the ac- 
ceptance of these ideas. 

Other members of the health profes- 
sions also need to be made aware of the 
importance of periodontal preventive and 
corrective treatment, and to participate 
actively in dental community health pro- 
grams. Despite the pessimism displayed in 
some quarters of the profession regarding 
the value of dental health education, it 
has been demonstrated that prescribed 
instruction in dental hygiene does pro- 
duce beneficial results. The Baltimore 
toothbrushing study** showed a measur- 
able salutary effect on tooth cleanliness 
in upper elementary grade children in 
that city. 

A public health program for the pre- 
vention of periodontal disease can suc- 
ceed if the health education aspect of 
the project is supported by increased 
availability of periodontal care.** A re- 
cent report*® on trends in public health 
dentistry by the dental health section of 
the American Public Health Association 
states: 

The new concern of dental research has 
been with prevalence and relative risk—the 
epidemiology—and the evolution of survey 
methods which will permit the comparison 
of different populations, studied with different 
examiners. Already differences in risk be- 


tween and within the populations are being 
observed. When these differences are related 
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to specific causative factors, mass preventive 
methods may be indicated. 


Periodontics, especially, has been the 
victim of a profusion of misleading state- 
ments and misconceptions. Periodontal 
health information must be subjected to 
critical scrutiny. Only the information 
that is accurate and scientifically proved 
should be utilized. The presentation of 
such information to the public is an im- 
portant phase of health education and 
should be handled with care. 

At present most periodontists agree 
that a proper toothbrushing technic is an 
effective, simple and relatively inexpen- 
sive asset in maintaining oral cleanliness 
and preventing periodontal disease. The 
excursions of fibrous foods and the con- 
stant manipulations of the tongue, cheeks 
and lips provide a natural cleansing 
action to the teeth. Toothbrushing sup- 
plements this natural cleansing action 
which becomes less effective with softer 
and more adhesive foods.*® 

Various methods of toothbrushing have 
been proposed, with each proponent 
claiming some superiority or special bene- 
fit for a particular method. Hine*’ states 
that the most effective toothbrushing 
method depends on the adaptation of one 
or more technics to the patient’s needs, 
after those needs have been assessed by 
the dentist. 

The stiffness of bristles is another phase 
of toothbrushing about which there has 
been much discussion and difference of 
opinion. As yet there are no official bristle 
stiffness standards. Hine** recommends 
medium bristles since they are stiff 
enough to clean adequately and massage 
satisfactorily, yet will not lacerate delicate 
gingival tissues. 

As yet no scientific evidence is avail- 
able proving that massage is an effective 
aid in the prevention or treatment of 
chronic periodontal diseases.** *° Clinical 
studies suggest, however, that the effects 
of functional stimulation on the circula- 
tion in the periodontal tissues are benefi- 
cial and must be considered primary 


assets in the restoration and maintenance 
of periodontal health.*! ** 

Diet and nutrition are important fac- 
tors which must be considered in a dis- 
cussion of the prevention of periodontal 
disease. It is now generally agreed**:** 
that the physical character of the diet 
does exert some influence on the perio- 
dontium, and that the mastication of 
hard, coarse foods stimulates the support- 
ing tissues. 

Most dental nutrition studies have been 
conducted on experimental animals so 
that the findings must be qualified in re- 
lating them to humans. Some of these 
animal nutrition experiments were spec- 
tacular and pointed out the possibilities 
of malnutritionally inducing periodontal 
disease. Vitamin A deficiency, for in- 
stance, renders animals more susceptible 
to bacterial invasion.***5 Widening of 
the periodontal membrane space and de- 
generation of the principal periodontal 
fibers have been observed* in rats fed a 
vitamin A deficiency diet. 

Pronounced alveolar bone loss in men 
has been demonstrated in instances of 
vitamin B» deficiency.*? Gingivitis and 
glossitis accompany nicotinic acid defi- 
ciency.***° Glickman indicates*' that 
acute vitamin C deficiency alters the re- 
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sponse of periodontal tissues so that gin- 
gival inflammation accentuates the de- 
structive effect on the periodontal 
membrane and alveolar bone. Edema, 
hemorrhage and pronounced collagen 
degeneration in the periodontal mem- 
brane result from acute vitamin C de- 
ficiency.** The effect on the periodontal 
tissues of a diet deficient in vitamin D 
alone and in combination with dietary 
calcium and phosphorus have been 
studied in experimental animals. The 
changes observed have included osteo- 
porosis, distortion of the growth pattern 
of alveolar bone, reduction in the width 
of the periodontal membrane, gingivitis 
and extensive periodontal destruction 
with tooth exfoliation.***® Protein de- 
ficiency produces degeneration of the 
gingival connective tissue and periodontal 
membrane, and also osteoporosis and re- 
tardation in cementum deposition.*® 
Other changes have been demonstrated 
from deficiencies in amino acids, minerals 
and calories. 

The necessary nutriments must be sup- 
plied in order to satisfy the chemical re- 
quirements of the periodontal tissues. 
The prevention of periodontal disease is, 
to some extent, dependent on nutri- 
tionally adequate diets to maintain high 
oral tissue resistance: 

The concept that periodontal disease 
begins in human beings with nutritional 
insufficiencies has not been substantiated. 
Nor has it been demonstrated that, in the 
presence of adequate nutrition, there is 
either an increase in effectiveness, or a 
diminution in the duration, of treatment. 
Deterioration of the periodontium may 
accompany certain systemic diseases in 
which nutritional deficiencies are etiologic 
factors; however, it must be kept in mind 
that a multiplicity of factors makes ob- 
scure a specific cause and effect relation- 
ship. 

All these little known facts should be 
disseminated to the public so that every 
advantage may be taken of whatever fa- 
cilities exist in the community for the 
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prevention and control of periodontal 
disease. 


SUMMARY 


1. Dentistry is one of the public health 
disciplines which is beneficial to the entire 
community. 


2. Instruction in oral hygiene, the pre- 
vention and treatment of periodontal dis- 
turbances, and the production of scien- 
tific information are three specific objec- 
tives of dental public health. 


3. Early diagnosis of periodontal dis- 
ease enables early treatment to be 
instituted, thus preventing tooth loss. 


4. Epidemiologic surveys indicate that 
periodontal disease is ubiquitous. Wide 
variations in methods of diagnostic tech- 
nics render comparisons difficult and 
frequently impossible. 


5. Reliable indexes of periodontal ac- 
tivity are vitally needed. 


6. Factual information is a_ pre- 
requisite to the organization of acceptable 
community programs. 


7. Periodontists must be trained to 
educate both the individual patient and 
the public about oral health facts, and all 
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health workers should participate ac- 
tively in dental health programs. 

8. Programs of prevention can be 
aided if public health education is sup- 
ported by increased availability of perio- 
dontal care. 

9. High oral tissue resistance is essen- 
tial and may be produced through func- 
tional and mechanical stimulation. Nu- 
tritionally adequate diets should supply 


the necessities for periodontal health and 
should supply a modicum of mechanical 
stimulation, 

10. While additional information from 
researchers is awaited, the existing body 
of knowledge must be utilized to prevent, 
control and treat periodontal disturb- 
ances, and to educate the public regard- 
ing measures which it can take to reduce 
the incidence of the disease. 


A dental survey of an urban, employed group 


Bissell B. Palmer,* D.D.S., New York, and 
B. Duane Moen,+ M.A., Chicago 


For many years students in the field of 
dental economics have encountered a 
“dead end” whenever they required data 
on the prevalence of dental diseases 
among members of employed groups. 
There has been a corresponding dearth of 
information regarding the costs of treat- 
ing and correcting dental defects on the 
basis of the various fee scales. The impor- 
tance of this lack of information is em- 
phasized by the fact that any planning to 
provide dental care for large groups of 
employed persons must be tied in with in- 
formed estimates of the probable claims 
rates and costs of services. 

Many studies have been made of the 
frequency of dental diseases in children. 
Also, several studies have been made of 
the dental conditions of special groups of 
adults, such as members of the Armed 
Forces or patients at dental clinics. These 
special groups generally have not been rep- 
resentative of employed groups because 
the examinees were too young, too old, 
men or women only, sick or indigent. The 


data secured from these various studies, 
although of value, have not supplied the 
information so urgently required in re- 
lation to the dental needs of large groups 
of employed persons. 


SELECTION OF AN EMPLOYED GROUP 


After a study of the various previous in- 
vestigations, it was decided that only 
through a dental survey of a large em- 
ployed group could the needed data be 
collected. It was decided that the em- 
ployees of a large urban department store 
would be reasonably typical of employed 


This study was made possible by a grant from the 
Group Health Dental Insurance, Inc. and Martin E. 
Segal and Company. 

Dr. Palmer conceived, organized, directed and se- 
cured financing for the survey and transferred the data 
to work sheets. Mr. Moen prepared the final tables 
and wrote the analysis of the survey statistics. 

*President, Group Health Dental Insurance, Inc., and 
lecturer, School of Public Health and Administrative 
Medicine, Columbia University. 

tDirector, Bureau of Economic Research and Statistics, 
American Dental Association. 
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groups and would furnish dental statistics 
of the type needed. 

In considering the numerous possibili- 
ties in this field in New York City, it be- 
came apparent that the employees of the 
John Wanamaker store would provide 
favorable material. In addition to the 
representativeness of this group, both 
management and union officials at the 
store had been conscious of and sensitive 
to the health needs of the employees. 
Many health benefits had been made 
available to employees of the store, their 
spouses and their children under 18 years 
of age, including hospitalization ; medical, 
surgical and obstetrical care ; optical serv- 
ices, including eyeglasses; chiropodists’ 
services ; roentgenograms ; biologic labora- 
tory tests, and prescription service. 

The cooperation of labor and manage- 
ment was readily obtained. The labor 
union agreed to take appropriate steps to 
secure the interest and cooperation of its 
members. Management agreed to permit 
the employees to be examined during 
store hours and to provide the space and 
the necessary partitioning and furniture 
for the survey. 


SAMPLING PROBLEMS 


It was recognized that the validity of the 
data obtained through the survey would 
be largely dependent on the use of proper 
statistical methods in (1) selecting the 
persons to be examined and (2) making 
the examinations, tabulations and analy- 
ses. Consultation, therefore, was held with 
appropriate officials of the School of Pub- 
lic Health and Administrative Medicine, 
Columbia University. 

From the list of 2,168 employees in the 
John Wanamaker store, a random sample 
of 899 names was drawn. Appointment 
sheets were set up, arranging for one roent- 
genographic appointment and one dental 
examination appointment every 15 min- 
utes. The management of the store and 
the labor union officials then circulated a 
joint letter to all employees, explaining 
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the purpose of the survey and suggesting 
cooperation. Management officials sug- 
gested that appointments be made by in- 
trastore telephone calls and assigned a 
clerk to make appointments. 

Almost immediately, unforeseen com- 
plications disrupted the examination 
schedule. For instance, about a sixth of 
the employees were absent from the store 
daily on their day off. There was a con- 
siderable amount of absenteeism owing to 
illness and other reasons. Often the em- 
ployees on the job became unavailable 
for examination because they were re- 
quired to carry the load usually carried 
by the absentees. 

Some employees were suspicious of the 
motives of the survey and were not in- 
clined to cooperate. Some employees ap- 
parently believed that corrective dental 
care would be enforced by the manage- 
ment at the employees’ expense. Sales 
people on a salary-plus-commission basis 
were uncooperative because they resented 
the loss of “sales time” to have the dental 
examination. 

For these and other reasons, after the 
first two days of examinations it became 
apparent that the employees would have 
to be encouraged in some way to report 
for examinations. Meetings of depart- 
ments were arranged, at which the survey 
director explained the purposes of the 
survey and dispelled the objections which 
had come to light. This procedure was 
successful, and a large number of em- 
ployees made appointments without de- 
lay. 

Of the employees contacted for the 
purpose of making appointments, the 
large majority reported for examinations. 
Owing, however, to dispersion of the em- 
ployees about the city, termination of 
employment, and other causes of unavail- 
ability, the total number of employees 
eventually examined was 392, of the orig- 
inal roster of 899 names. 

Aithough the original list of 899 names 
was without doubt a representative sam- 
ple of all employees of the store, a ques- 
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Combined tooth chart and questionnaire used in survey 


tion arose as to the representativeness of 
the 392 who reported for examinations. 
It was recognized that an employee's den- 
tal condition might have a bearing on his 
decision regarding the examination. 

Special cubicles were built so that em- 
ployees could be examined in privacy by 
the three examining dentists. This fea- 
ture was emphasized in the talks with 
employee groups. Persons whose mouths 
were in good condition and who were 
certain they did not need dental care 
were assured that they, too, were needed 
in the survey. 

The director of the survey was unable 
to discern any dental factor responsible 
for the decision of those persons who re- 
fused to be examined. It is believed that 
had this refusing group been examined, 
the observations would not have varied 
materially from those herein reported. 


EXAMINATION METHODS 


A special form was designed for the sur- 
vey, incorporating both a tooth chart and 
a questionnaire (see illustration). All 


dental defects found by explorer were 
marked in green ink and additional find- 
ings by roentgenogram in red. Each series 
of roentgenograms was studied by at least 
two of the three dentists who made the 
explorer examinations and in many in- 
stances by all three. 

Prior to the examinations, the director 
and the three examining dentists held 
meetings in order to standardize termi- 
nology and to agree on definite methods 
of examining and marking the charts. 
The following definitions were formu- 
lated: 

1. Caries: any area arresting a fine 
explorer. (Multisurface fillings required 
was noted for those conditions having a 
major involvement of more than one sur- 
face. Thus, an occlusal filling having 
only a minor overlap to one of the other 
surfaces was considered a one-surface 
filling. ) 

2. Teeth to be removed: (a) teeth 
so broken down as to make restoration 
impossible; (b) teeth showing acute peri- 
apical infection; (c) teeth which had lost 
so much periodontal tissue as to be highly 
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mobile, and (d) teeth which could be an 
impediment in a projected prosthesis. 

3. Impacted teeth: (a) all teeth 
which were not fully and properly in 
erupted position in persons 25 years of 
age or over; (b) in persons under 25 
years of age, teeth which, through faulty 
position as diagnosed by instrument or 
roentgenogram, obviously did not have 
sufficient space to permit eruption. 

4. Partial dentures: considered indi- 
cated for the multiple restoration of 
widely separated teeth in the maxilla and 
bilateral restorations in the mandible. 

5. Fixed bridges: considered indicated 
for the unilateral restoration of one, two 
or three adjoining teeth. 

6. Saddle bridge (Nesbett): con- 
sidered indicated only to replace lost teeth 
in instances where the adjoining two 
teeth were noncarious. 

7. Periodontal disease: type A—teeth 
so seriously afflicted as to require re- 
moval; type B—teeth which, although 
showing severe symptoms of periodontal 
disease probably could be retained with 
regular periodontal care, for about five 
years; type C—periodontally afflicted 
teeth which, with systematic periodontic 
care, probably could be retained for pe- 
riods longer than five years. 

8. Incipient caries: roentgenographic 
disclosure of any small region of dissolu- 
tion of enamel rods, so early in the proc- 
ess that a dental explorer could not de- 
tect it. 

It was decided to take roentgenograms 
of about half of the examinees and 
to make a comparison between the 
conditions disclosed by instrument ex- 
plorer alone and the additional finding 
by roentgenograms. Actually, roentgeno- 
grams were taken of the teeth of the first 
219 persons but not of the following 173. 


RESULTS OF THE SURVEY 


Three factors known to have a bearing 
on the dental needs of a group are age, 
sex and the income level of the group. 
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In this study, therefore, it was decided 
to break down the statistics on dental 
needs and conditions according to these 
three variables. 


Characteristics of Examinees + Of the 
392 employees examined, seven were ex- 
cluded from the analysis because they 
were scattered among age-sex-income 
groups with such low frequencies that 
reliable averages could not be presented. 
For instance, there was only one man 
under 25 with a weekly income of $60.00 
or over. There were only two women in 
this age and income bracket. No data 
are presented for these two groups or 
for women patients 55 and over with 
weekly income of $60.00 and over. 

The distribution of the 385 employees 
according to age, sex and weekly income 
is shown in Table 1. A similar distribu- 
tion of the 214 employees having roent- 
genograms taken is shown in Table 2. 

Some of the groups for which averages 
are presented are rather small. There is a 
consistency about the figures, however, 
that is evidence of reliability. As one ex- 
ample, the decrease in the number of 
carious teeth and in fillings required from 
age group to age group is of similar de- 
gree for both men and women. The 
examining and the recording and han- 
dling of data were done carefully, and it 
is believed that a minimum of error was 
incurred in these phases of the study. 

Each examinee was asked when he last 
went to a dentist. The average number 
of months since last visit to a dentist was 
28.2, or about two and a third years 
(Table 3). This varied from 15.0 months 
for employees under 25 to 24,1 months 
for the middle age group and 53.3 
months, or about four and a half years, 
for employees more than 54 years old. 

Men in the upper age and upper in- 
come bracket averaged 73.0 months since 
the last visit to a dentist. The average for 
this group, however, was brought up by 
two employees reporting very long pe- 
riods of time since the last visit to a den- 
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tist: 420 months and 324 months, or 35 
years and 27 years. Five other members 
of this group reported periods of ten 
years or more since the last previous visit 
to the dentist. 

Not quite a third (30.1 per cent) of all 
employees reported that they visited the 
dentist “regularly.” Only about half as 
high a proportion of employees in the 
oldest age group visited the dentist 
regularly as of employees in the other 
two age groups. 

That women are more conscientious 
than men in obtaining dental care is 
borne out by both Table 3 and Table 4. 
The average number of months since the 
last visit to a dentist was 34.3 for men 
and 23.2 for women. The percentage of 


employees reporting that they visited the 
dentist “regularly” was 25.1 per cent for 
the men and 34.3 per cent for the women. 
These observations are consistent with 
results of other surveys. 

Table 5, showing the average dental 
expense of the examinees during the years 
1949 through 1951, also bears out the 
better record of women in attendance at 
the dental office. Women reported spend- 
ing an average of about $111.00 for den- 
tal care during this period, compared to 
only $78.71 for men. Unexpectedly, the 
men with incomes of $60.00 or more per 
week reported spending less for dental 
care during the three year period than 
did the men in the lower income bracket. 

A high correlation was found to exist 


Table | ® Distribution of 385 patients by age, sex and weekly income 


Women patients | All patients 


Men patients 
Age | Under | $60 and All Under | $60 and All Under $60 and All 
| $60 over | incomes | $60 | over | incomes $60 | over incomes 
Under 25 15 15 28 28 43 43 
25 to 54 52 64 116 128 30 158 180 94 274 
55 and over 18 26 44 24 24 42 26 68 
All ages 85 90 175 180 30 210 265 120 385 
Table 2 ® Distribution of 214 patients having roentgenograms taken, by age, sex and weekly income 
Men patients Women patients All patients 
Age Under | $60 and All Under | $60 and All Under | $60 and All 
$60 over | incomes| $60 over | incomes} $60 | over | incomes 
Under 25 10 10 19 19 29 29 
25 to 54 30 35 65 68 18 86 98 53 151 
55 and over 6 16 22 12 12 18 16 34 
All ages 46 51 97 99 18 117 145 69 214 
Table 3 * Average number of months since last visit to a dentist, by age, sex and weekly income 
Men patients Women patients All patients 
Age Under |$60and| All | Under |$60and| All | Under |$60and| All 
$60 over | incomes $60 over | incomes $60 over | incomes 
Under 25 13.5 13.5 15.9 15.9 15.0 15.0 
25 to 54 23.4 24.6 24.1 25.1 19.8 24.1 24.6 23.1 24.1 
55 and over 61.1 73.0 68.1 26.0 26.0 41.0 73.0 §3.3 
All ages 29.7 38.6 34,3 23.8 19.8 23.2 25.7 33.9 28.2 
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between the amount of education of the 
employee and the amount of money 
spent on dental care during the three 
year period (Table 6). Whereas the 
average expense for dental care for all 
examinees was $96.07, employees with no 
education beyond grade school averaged 
only $45.18, compared to $151.45 for 
employees with four or more years of 
college. 
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Dental Caries * Among all employees 
examined, the average number of carious 
teeth found by explorer was 3.07 (Table 
7). Among the 214 employees of whom 
roentgenograms were taken, the average 
number of carious teeth found by ex- 
plorer was 2.77, but an additional 1.12 
carious teeth were found by inspection 
of the roentgenograms, for a total of 3.89 
(Table 8). 


Table 4 ® Percentage of patients reportedly making regular visits to dentist, by age, sex and weekly income 


Men patients Women patients All patients 

Age Under |$600nd| All Under | $600nd| All Under | $60and| All 

$60 over | incomes $60 | over incomes $60 over | incomes 
| 

Under 25 13.3 13.3 39.3 39.3 30.2 3.2 

25 to 54 21.2 40.6 31.9 32.0 50.0 35.4 28.9 43.6 33.9 

55 and over At) 19.2 11.4 20.8 20.8 1g 19.2 147 

15.3 34.4 25.1 317 50.0 34.3 26.4 38.3 W.1 


All ages 


Table 5 ® Mean dental expense, in dollars, during the period 1949-1951, by age, sex and weekly income 


Men patients Women patients All patients 
Age Under |$60and| All | Under |$60and| All | Under | $60and| All 
$60 over | incomes $60 | over incomes $60 | over incomes 
Total, 1949-51 
Under 25 66.01 66.01 95.90 95.90 85.09 85.09 
25 to 54 101.80 84.15 91.95 103.18 172.94 116.75 102.59 112.42 106.04 
55 and over 57.53 42.90 48.93 92.09 92.09 76.93 42.90 63.82 
All ages 85.84 72.15 78.71 100.18 172.94 111.03 95.46 97.17 96.07 
1951 
Under 25 9.21 9.21 35.46 35.46 26.28 26.28 
25 to 54 55.20 30.38 41.38 41.62 72.13 47.49 45.53 43.70 44.90 
55 and over 12.00 7.42 9.30 61.57 61.57 39.80 7.42 27.24 
All ages 38.07 23.74 30.62 43.33 72.13 47.54 41.64 35.84 39.80 
1950 
Under 25 40.36 40.36 33.38 33.38 35.57 35.57 
25 to 54 30.84 36.54 34.02 39.64 63.03 44.17 37.07 33.89 39.81 
55 and over 38.06 20.00 27.39 26.00 26.00 31.29 20.00 26.91 
All ages 33.81 31.71 32.70 36.88 63.03 40.73 35.90 39.41 37.03 
1949 
Under 25 16.44 16.44 27.06 27.06 23.24 23.24 
25 to 54 15.76 17.23 16.55 21.92 37.78 25.09 19.99 23.83 21.33 
55 and over 7.47 15.48 12.24 4,52 4.52 5.84 15.48 9.67 
All ages 13.96 16.70 15.39 19.97 37.78 22.76 17.92 21.92 19.24 
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Table 6 ® Percentage distribution of patients, and 
average dental expenses during the period 1949-1951, 
by amount of education received by patient 


|Average dental 


Percentage expenditures 
of patients in dollars 
1949-1951 
Grade school only 22.4 45.18 
High school—three years 
or less 22.2 106.64 
High school—four years 40.2 101.59 
College—three years or 
less 97 134.15 
College—four years or 
more 5.5 151.45 
All patients 100.0 96.07 


The average number of carious teeth 
found by explorer among patients who 
did not have roentgenograms taken 
(3.46) was considerably higher than the 
comparable number for those patients 
who had roentgenograms (2.77). There 
are two obvious possible explanations for 
this difference: (1) the patients who 
came in during the latter part of the 
examination period (no roentgenograms ) 
had more decayed teeth or (2) examining 
dentists found more interproximal cavities 
by explorer when they knew roentgeno- 
grams were not being taken. 

The number of carious teeth found by 
explorer among the 385 employees 
varied much according to age, from 5.33 
among employees under 25 to 1.51 
among employees 55 and over. In all but 
one age-income group, women had more 
decayed teeth than men, and the total 
for women was 3.26 compared to 2.85 
for men. 

Altogether, 1.44 carious surfaces per 
carious tooth were found by explorer. 
This ratio varied little according to in- 
come or sex. 

Of all fillings required, 66.3 per cent 
were one surface, 29.4 per cent were two 
surface and 4.3 per cent were three sur- 
face fillings. These percentages varied 
little according to sex or income. 

The average number of fillings re- 
quired by women was 4.52, compared 


to 3.79 for men. This is explained to a 
large extent by the fact that there were 
relatively more women than men in the 
lower age and lower income brackets. 
Inspection of the averages for one sur- 
face, two surface and three surface fillings 
reveals that in several of the age-income 
groups men required more fillings than 
women. 


Loss of Teeth * For some sex-income 
groups the number of missing teeth is al- 
most the same for the highest age group 
as for the middle age group. This be- 
comes readily understandable on inspec- 
tion of the figures for “artificial teeth 
present.” In all groups this average is 
much higher with advancing age. 
(“Missing teeth” excludes teeth that have 
been replaced. ) 

The total for “teeth indicated for re- 
moval,” “missing teeth” and “artificial 
teeth present” was 9.32 for all employees 
examined. This total varied greatly ac- 
cording to age, from 2.81 for employees 
under 25, to 8.22 for employees 25 to 54 
and 17.85 for employees over 54. Among 
women, 70.6 per cent of the teeth in these 
categories had already been replaced, 
compared to 55.0 per cent among men. 
Women averaged only six tenths as many 
teeth indicated for removal as men; this 
was partly because the women were 
younger, on the average. 


Periodontal Disease * Teeth affected by 
periodontal disease were classified as fol- 
lows: (1) requiring immediate extrac- 
tion, (2) probably serviceable for a mini- 
mum of five years, with treatment, and 
(3) probably serviceable for more than 
five years, with treatment. Teeth requir- 
ing immediate extraction because of 
periodontal disease accounted for only 
48 per cent of all teeth indicated for re- 
moval among persons 55 and older. This 
is rather surprising in view of the fact 
that other surveys have shown periodontal 
disease to be the main cause of tooth loss 


after about 35 years of age. 


| 
= 

ie 
4 


Table 7 ® Average dental needs and conditions of 385 patients, by o 


Age 


Under 25 
25 to 54 

55 and over 
All ages 


Under 25 
25 to 54 
55 and over 
All ages 


Under 25 
25 to 54 
55 and over 
All ages 


Under 25 
25 to 54 

55 and over 
All ages 


Under 25 
25 to 54 

55 and over 
All ages 


Under 25 
25 to 54 
55 and over 
All ages 


Under 25 
25 to 54 
55 and over 
All ages 


Under 25 
25 to 54 

55 and over 
All oges 
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ge, sex and weekly income 


| 


Men patients Women patients All patients 
| Under | $60a0nd| All Under |$600nd| All Under | $60 and All 
| $60 over | incomes | $60 over | incomes | $60 | over | incomes 
Carious teeth, by explorer 

5.00 5.00 5.50 5.50 5.33 5.33 

3.19 3.02 3.09 3.13 3.07 3.11 3.14 3.03 3.11 

1.28 1.58 1.45 1.63 1.63 1.48 1.58 1.51 

3.11 2.60 2.85 3.29 3.07 3.26 3.23 2.72 3.07 
Carious surfaces, by explorer 

6.67 6.67 7.71 7.71 7.35 7.35 

4.60 4.33 4.45 4.68 4.27 4.60 4.60 43) 454 

1.50 2.27 1.95 2.50 2.50 2.07 2.27 2.15 

4.3) 3.73 4.01 4.86 4.27 4.78 4.68 3.87 4.43 

Total carious teeth 

5.87 5.87 7.00 7.00 6.60 6.60 

3.83 3.64 3.72 3.80 3.47 3.74 3.81 3.59 3.73 

1.28 1.92 1.66 1.79 1.79 1.57 1.92 1.71 

3.65 3.14 3.39 4.03 3.47 3.95 3.91 3.23 3.70 

Total carious surfaces 

8.60 8.60 11.68 11.68 10.60 10.60 

5.90 5.69 5.78 6.12 4.97 5.90 6.06 5.46 5.85 

1.50 2.77 2.25 2.83 2.83 2.26 2.77 2.46 

5.45 4.84 5.14 6.54 4.97 6.32 6.19 4.88 5.78 
One-surface fillings required 

4.33 4.33 4.64 4.64 4.54 4.54 

2.87 2.69 2.77 2.82 2.83 2.82 2.83 2.73 2.80 

1.50 1.69 1.61 1.58 1,58 1.55 1.69 1.60 

2.84 2.40 2.61 2.94 2.83 2.92 2.91 2.51 2.78 
Two-surface fillings required 

1.73 1.73 2.82 2.82 2.44 2.44 

1.23 1.22 1.22 1.39 80 1.28 1.34 1.09 1.26 

.00 50 30 42 42 24 50 34 

1.06 1.01 1.03 1.48 80 1.39 1.35 % 1.23 
Three-surface fillings required 

27 27 46 40 40 

19 19 19 7 7 V7 18 18 18 

.00 .00 .00 17 7 10 .00 06 

16 3 15 22 7 21 .20 14 18 
Teeth indicated for removal 

60 60 3% 36 44 AA 

1.32 59 92 70 37 64 88 52 76 

78 1.92 1.45 71 71 74 1.92 

1,08 8 1.03 65 37 41 79 83 80 
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Table 7 (Cont.) 


| 


Men patients Women patients All patients 
Age Under | $60 and All Under | $60 and All Under | $60 and All 
$60 | over | incomes $60 over | incomes | $60 over | incomes 
Missing teeth 
Under 25 1.93 1.93 2.14 2.14 2.07 2.07 
25 to 54 3.25 2.81 3.01 2.41 2.40 2.41 2.65 2.68 2.66 
55 and over 2.09 3.50 2.89 2.42 2.42 2.24 3.50 2.72 
All ages 2.75 3.01 2.89 2.37 2.40 2.37 2.49 2.86 2.61 
Artificial teeth present 
Under 25 53 53 18 18 .30 30 
25 to 54 2.56 2.67 2.62 6.88 4.33 6.39 5.63 3.20 4.80 
55 and over 16.61 8.73 11.95 17.58 17.58 17.17 8.73 13.94 
All ages 5.18 4.42 4.79 7.26 4.33 6.84 6.59 4.40 5.91 
Teeth having retained roots 
Under 25 33 04 14 14 
25 to 54 7 06 VW 15 .00 12 17 .04 .12 
55 and over .00 16 7 17 10 .27 16 
All ages 16 12 14 13 .00 09 13 
Anterior teeth requiring root canal therapy 
Under 25 00 00 .00 00 .00 .00 
25 to 54 .00 02 01 02 10 .03 01 04 02 
55 and over .00 09 .00 .00 .00 .00 .00 .00 
All ages 00 01 01 01 10 02 01 .03 02 
Impacted teeth 
Under 25 13 13 12 12 
25 to 54 10 14 12 07 07 07 .08 12 
55 and over .06 09 02 04 04 05 .00 .03 
All ages 09 10 10 07 07 07 .08 .09 .08 
Unerupted teeth 
Under 25 40 40 75 75 63 63 
25 to 54 09 .00 .00 02 00 01 01 .00 01 
55 and over 00 .00 .00 .00 .00 .00 .00 .00 
All ages 07 .00 .03 13 .00 WM WM .00 .08 
Periodontal disease—teeth requiring immediate extraction 
Under 25 .00 .00 .00 .00 .00 .00 
25 to 54 21 .23 .22 12 1 12 14 -20 16 
55 and over 56 62 59 54 54 55 62 57 
All ages 25 34 30 16 13 15 18 .29 .22 
Periodontal disease—teeth probably serviceable for minimum of five years, with treatment 

Under 25 .00 .00 .00 .00 .00 .00 
25 to 54 56 58 57 38 87 47 43 67 51 
55 and over 56 88 75 .88 88 74 88 79 
All ages 46 67 B 39 87 46 Al 72 51 
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Men patients Women patients All patients 
Age Under $60 and All Under | $60 and All | Under | $60 and | Alt 
$60 | over | incomes; $60 over |incomes| $60 over | incomes 
Periodontal disease—teeth probably serviceable for more than five years, with treatment 
Under 25 .00 .00 .25 25 16 16 
25 to 54 90 83 86 95 07 78 94 59 &2 
55 and over 12 2.04 1.50 92 92 83 2.04 1.29 
All ages 71 1.18 95 84 07 73 80 90 83 
Anterior porcelain jacket crowns required 
Under 25 .00 .00 .00 .00 .00 .00 
25 to 54 .00 02 01 .04 .00 03 03 Ol 02 
55 and over .00 04 02 .00 00 .00 04 01 
All ages .00 02 01 .03 .00 02 .02 02 02 
Complete dentures required: upper or lower or both (percentage of patients) 
25 to 54 $8 0 14 47 23 23 33 32 28 21 22 
55 and over 027.8 77 38 451346 0 16.7 0 167 0214 77 38 2.9 147 
All ages 35 59 33 1.1 34 34 33 39 33 33 24 48 26 53 33 17 29 42 
Partial dentures required (percentage of patients) 
Under 25 26.7 0 a7 7h 7.1 0140 140 
25 to 54 23.1 15.4 25.0 4.7 24.1 9.5 22.7 63 200 67 222 63 228 89 234 53 23.0 7.7 
55 and over §.6 16.7 30.8 7.7 20.5 11.4 16.7 12.5 16.7 12.5 11.9 143 208 7.7 19.1118 
All ages 20.0 12.9 266 5.3 23.4 9.1 19.4 6.1 20.0 67 19.5 62 1946 83 25.0 58 213 7.5 
Fixed bridges required (percentage of patients) 
Under 25 13.3 6.7 13.3 6.7 10.7 107 10.7 10.7 116 93 11.6 93 
25 to 54 15.4 3.8 23.4 12.5 19.8 86 17.2 78 13.3 67 165 7.6 167 67 202106 179 8.0 
55 and over §6 56115 38 91 45 0 0 O 0 24 24115 38 59 29 
All ages 12.9 4.7 20.0 10.0 166 7.4 13.9 7.2 13.3 67 13.8 7.1 13.6 64 183 92 15.1 73 
Saddle bridges required (percentage of patients) 
25 to 54 2 2 2 Ww 2 8 
55 and over 0 77 38 4623 a3 8 48 8 77 38.89 15 


§3 1.1 34 6 22 


Of all teeth affected by periodontal 
disease, only 14.1 per cent required im- 
mediate extraction. More than half 
(53,2 per cent) were believed to be serv- 


iceable for more than five years, with 
treatment. The average for all examinees 
was 1.56 teeth affected by periodontal 
disease. 
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Table 8 ® Average dental needs and conditions of 214 
patients having roentgenograms taken, by age and sex 


Table 8 (Cont.) 


A Men | Women | All A Men | Women All 
ge patients | patients ; Patients ge | potients potients patients 
Carious teeth, by explorer Two-surface fillings required 
Under 25 4.50 6.00 5.48 Under 25 2.10 3.42 2.97 
25 to 54 2.54 2.63 2.59 25 to 54 1.45 1.47 1.46 
55 and over 1.4) 92 1.24 55 and over 18 50 .29 
All ages 2.48 3.00 2.77 All ages 1.23 1.68 1.48 
Carious surfaces, by explorer Three-surface fillings required 
Under 25 5.90 8.16 7.38 Under 25 40 63 55 
25 to 54 3.62 3.80 3.72 25 to 54 26 .20 .23 
55 and over 1.68 1.58 1.65 55 and over .00 08 .03 
All ages 3.4] 4.28 3.89 All ages .22 .26 24 
Carious teeth, additional by roentgenogram Teeth indicated for removal 
Under 25 1.30 2.21 1.90 Under 25 90 37 55 
25 to 54 1.11 1.15 1.13 25 to 54 1.40 85 1.09 
55 and over 4) 33 38 55 and over 2.14 50 1.56 
All ages 97 1.24 1.12 All ages 1.52 74 1,09 
Carious surfaces, additional by roentgenogram Missing teeth 
Under 25 2.90 5.84 4.83 Under 25 2.50 2.21 2.31 
25 to 54 2.38 2.37 2.38 25 to 54 3.51 2.51 2.94 
55 and over 59 67 62 55 and over 3.18 1.42 2.56 
All ages 2.03 2.76 2.43 All ages 3.33 2.35 2.79 
Total carious teeth Artificial teeth present 
Under 25 5.80 8.21 7.38 Under 25 .00 21 14 
25 to 54 3.66 3.78 3.73 25 to 54 2.52 6.19 4.61 
55 and over 1.82 1.25 1.62 55 and over 12.91 19.08 15.09 
All ages 3.46 4.24 3.89 All ages 4.62 6.54 5.67 
Total carious surfaces Teeth having retained roots 
Under 25 8.80 14.00 12.21 Under 25 50 05 21 
25 to 54 6.00 6.19 6.11 25 to 54 .20 .22 21 
55 and over 2.27 2.25 2.26 55 and over .32 17 26 
All ages 5.44 7.05 6.32 All ages 26 19 .22 
Incipient carious teeth Anterior teeth requiring root canal therapy 
Under 25 90 68 76 Under 25 .00 .00 .00 
25 to 54 18 27 .23 25 to 54 02 05 .03 
55 and over 09 00 06 55 and over .00 .00 .00 
All ages .24 31 .28 All ages 01 03 02 
Incipient carious surfaces ; Impacted teeth 
Under 25 2.10 1.26 1.55 Under 25 .20 16 7 
25 to 54 34 44 40 25 to 54 17 08 12 
55 and over 18 .00 12 55 and over .00 08 .03 
All ages 48 53 5) All ages 13 09 a 
One-surface fillings required Unerupted teeth : 
Under 25 3.40 5.26 4.62 Under 25 .60 95 63 
25 to 54 2.32 2.65 2.51 25 to 54 .00 01 01 
55 and over 1.82 1.00 1.53 55 and over .00 .00 .00 
All ages 2.32 2.91 2.64 All ages 06 16 12 
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Table 8 (Cont.) 


Men 
patients 


All 
patients 


Women 


Age patients 


Age | Men Women |_ All 


patients patients patients 


Periodontal disease—teeth requiring immediate 


extraction 
Under 25 .00 00 00 
25 to 54 40 16 .26 
55 and over 77 42 65 
All ages 44 16 .29 


Periodontal disease—teeth probably serviceable for 
minimum of five years, with treatment 


Under 25 00 .00 .00 
25 to 54 75 48 60 
55 and over 68 1.17 85 
All ages 66 47 56 


Periodontal disease—teeth probably serviceable for 
more than five years, with treatment 


Under 25 00 .00 .00 
25 to 54 88 1.29 1 
55 and over 2.14 ww . 

All ages 1.07 97 1.01 


Anterior porcelain crown jackets required 


Under 25 00 .00 

25 to 54 02 06 04 
55 and over 05 .00 03 
All ages 02 04 03 


Complete dentures required: upper or lower or both 
(percentage of patients) 


Under 25 a» 
25 to 54 a2. 8 47 36. 63.98 
55 and over 91136 0 83 59118 
All ages 62 31 34 34 47 33 


Partial dentures required (percentage of patients) 


1 2 1 2 1 2 
Under 25 0.0 0 53 O 138 O 
25 to 54 26.2 12.3 256 8.1 258 99 
55 and over 182 9.1 167 83 176 88 
All ages 24.7103 21.4 68 229 84 


Fixed bridges required (percentage of patients) 


2/1 2 


Under 25 20.0 10.0 105 53 138 69 
25 to 54 15.4 7.7 174 93 166 846 
55 and over 13.6 4.5 0 O 88 29 
All ages 155 72 145 77 150 7.5 


Saddle bridges required (percentage of patients) 


i 1 2 1 2 1 2 

| 
Under 25 8; Oo 
All ages as, 2.246 2 


Need for Prostheses * Among all em- 
ployees 55 and older, 14.7 per cent needed 
two complete dentures and 2.9 per cent 
needed one complete denture. The lower 
income group was characterized by a 
much greater need for complete dentures 
than the upper income group. Among 
patients with incomes of less than $60.00 
per week, 21.4 per cent of the employees 
in the upper age bracket needed two 
complete dentures. This compares with 
3.8 per cent of the employees in the 
higher income bracket, although an ad- 
ditional 7.7 per cent in this group re- 
quired one complete denture. No one in 
the “under 25” age group needed com- 
plete dentures. 
Partial dentures were considered neces- 
sary for 28.8 per cent of all employees, 
21.3 per cent requiring one partial den- 
ture and 7.5 per cent requiring two 
partial dentures. No one under 25 re- 
quired two partial dentures, but 14.0 per 
cent of this group was judged to be in 
need of one partial denture. Almost a 
third (32.5 per cent) of the men required 
partial dentures, compared to about a 
fourth (25.7 per cent) of the women. 
The need for fixed bridges was roughly 
three times as great among employees in 
the two lower age groups as in the “55 
and over” group. Altogether, 22.4 per 
cent of the employees required fixed 
bridges, 15.1 per cent requiring one and 
7.3 per cent requiring two. There were 
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two employees who required three fixed 
bridges who are not included in the table. 


Other Dental Conditions + Certain den- 
tal conditions were found entirely or al- 
most entirely through examination of 
roentgenograms. For these conditions, the 
averages in Table 8, based on the 214 pa- 
tients of whom roentgenograms were 
taken, are the most meaningful. 

One tooth with retained roots was 
found for each five patients, and this aver- 
age varied little according to age or sex. 
Tixere was one impacted tooth for every 
nine patients, and impacted teeth were 
about six times as frequent among pa- 
tients under 25 as among patients 55 and 
older. Of the impacted teeth only two 
required immediate removal. The num- 
ber of unerupted teeth averaged nearly 
one per person in the “under 25” age 
group, but only one unerupted tooth was 
found among all employees in the other 
two age groups. 

The average number of teeth with in- 
cipient caries among the 214 patients for 
whom roentgenograms were made was 
0.28, with 1.82 surfaces per tooth with 
incipient caries. Incipient caries was 
about 13 times as prevalent in the 
youngest as in the oldest age group. 

Among the entire group of 385 em- 
ployees, only six anterior teeth required 
root canal therapy. Only seven anterior 


porcelain jacket crowns were needed, of 
which five were required by one patient. 


CONCLUSIONS 


This survey demonstrates that the dental 
needs of a group are highly dependent 
on the composition of the group with 
respect to age, income and sex, probably 
in that order. All the dental needs re- 
quiring a major portion of the time of 
dentists vary greatly according to the 
age of the patient. Many of the dental 
needs are found to be greater among pa- 
tients of lower income. The difference 
according to income appears to be espe- 
cially pronounced with respect to com- 
plete dentures. A pattern of differences 
in dental needs according to sex is also 
discernible, although not so pronounced 
as the differences according to age and 
income, 

In negotiations with organized groups 
wishing to establish dental care plans, re- 
liable statistics on dental needs are 
needed by both contracting agencies as a 
basis for estimating costs of the program. 
Probably even more accurate information 
is needed in establishing premiums for 
individuals and families under prepay- 
ment dental care plans. The results of 
this survey will be useful to officials con- 
cerned with the development of both of 
these types of programs. 


The Dictates of Science * Every day’s work, the most important thing in the world to most 
people, is constantly changing its nature at the dictate of science. This, more than war, is the 
central theme of the drama of today. James T. Shotwell. 


: 
q 
an 
> 
# 


Family dental costs 


and other personal health services: 


a nationwide survey 


Odin W. Anderson, Ph.D., New York 


A nationwide survey’ has revealed that 
only one of every three persons had con- 
sulted a dentist during the year. The 
average annual charges for dental serv- 
ices were $33 per family and $10 per in- 
dividual. 

The study of dental services was part 
of a survey conducted during the sum- 
mer of 1953 by the National Opinion 
Research Center, University of Chicago. 
The general problem to be investigated 
was defined by the Health Information 
Foundation in consultation with repre- 
sentatives of Blue Cross, Blue Shield, pri- 
vate insurance companies, medicine, 
public health and the social sciences. The 
survey sought to determine the distribu- 
tion of the costs of all personal health 
services among families, the extent of 
voluntary health insurance and the de- 
gree to which such insurance was helping 
to spread the cost of services, and also 
to encourage the continuing growth of in- 
surance. Tried and accepted methods of 
survey research were used in such mat- 
ters as sampling, questionnaires and inter- 
views in the homes selected for the 
sample representing the population of the 
United States. 

The prevailing pattern of benefits in 
voluntary health insurance today is, of 
course, hospital care and_ in-hospital 
physicians’ services. In some instances 
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minor surgery is provided in physicians’ 
offices, and dental surgery in hospitals. 
In addition, some attempts are being con- 
sidered to provide dental care on an in- 
surance or prepaid basis. 

Since voluntary health insurance has 
become an integral part of financing hos- 
pital care and surgical services, it may 
be feasible also as a method of financing 
other services including dental services. 
Voluntary health insurance was estab- 
lished and has operated on several as- 
sumptions which the Health Information 
Foundation hoped could be tested in a 
nationwide survey of families, both in- 
sured and uninsured. The rationale for 
limiting benefits largely to hospital care 
and in-hospital physicians’ services has 
had a twofold basis: (1) this arrange- 
ment is thought to meet the main needs 
of families and (2) these benefits are 
fairly simple to administer. 

As for the needs of families, it has 
been assumed that the chief problem of 
families in meeting the costs of personal 
health services was the sudden and high- 
cost illnesses requiring hospitalization 
and surgery. Thus it has been felt that 


Director of research, Health Information Foundation. 

1. Anderson, Odin W., and Feldman, Jacob J. Family 
medica! costs and voluntary health insurance; a nation- 
wide survey. New York, McGraw-Hill Publishing Co., 
Inc., 1956. 


ae 
& 


70 « THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Table 1 ® Expenditures from July 1952 to July 1953 
for personal health services 


Billions 


Table 2 ® Outlay for personal health services by 
family income 


ofdollors | Percentage 
Total 10.2 100 
Dentists 1.6 16 
Physicians 3.8 37 
Hospitals 2.0 20 
Medicines and drugs 1.5 15 
Other medical goods 


and services 1.3 13 


ordinary dental services, physicians’ home 
and office calls, occasional medicines and 
similar services which presumably are 
intermittent and involve small costs per 
service could and should be paid for di- 
rectly without a complicated insurance 
mechanism. 

As for the feasibility of administration, 
it is recognized that insurance benefits 
to pay for hospital care and in-hospital 
physicians’ services are reasonably easy 
to administer because the demand for 
such services is relatively self-limiting and 
predictable, so that costs can be antici- 
pated and insurance premiums realisti- 
cally determined. 

It would seem that dental services are 
also relatively self-limiting in that the 
need for dental care can be determined 
quite objectively. The public demand for 
dental insurance, however, has not been 
pressing and dentists themselves are pro- 
ceeding cautiously—as well they might. 


PERSPECTIVE OF HEALTH COSTS 


The provision of personal health services 
is one of the largest enterprises in the 
United States. For the period from July 
1952 to July 1953 a representative sample 
of families in this country reported total 
charges for private personal health serv- 
ices exceeding 10 billion dollars. If the 
expenditures for direct services by all 
levels of government are included, the 
total annual expenditures for personal 
health services probably exceed 13 billion 
dollars. The 10.2 billion dollars expended 


Mean Percentage 
Y gross charge of income 

All incomes $207 48 
$0-$2,000 130 11.8 
$2,000-$3,500 152 6.1 
$3,500-$5,000 207 54 
$5,000-$7,500 259 47 


$7,500 and over 353 3.0 


for private personal health services were 
divided among the various types of serv- 
ices. The division of expenditures is 
shown in Table 1. 

In this study personal health services 
were defined to include the following: 
all general hospital services; all types of 
physicians’ services; prescribed and un- 
prescribed medicines and drugs; all den- 
tal services; other medical goods and 
services, such as medical appliances, serv- 
ices of oculists and optometrists, services 
of chiropractors, chiropodists, podiatrists, 
naturopaths, faith healers and so forth; 
services of private-duty nurses, practical 
nurses and midwives, and expenditures 
for laboratory services for which the pa- 
tient was billed directly by the laboratory. 

The total of 10.2 billion dollars repre- 
sents about 5 per cent of all personal in- 
come. When it is spread out among all 
families in the United States, it amounts 
to $207 per family or $65 per individual. 
By family income the total outlay for per- 
sonal health services and the percentage 
of income laid out for these services are 
shown in Table 2. 

It is apparent that the larger the in- 
come the greater is the expenditure for 
personal health services, but that the 
smaller the income the greater is the per- 
centage of such income laid out for 
services. 


COSTS FOR DENTAL SERVICES 


The charges per family and per indi- 
vidual for different types of health serv- 


i 
> 


Table 3 * Costs per family and per individual for 
health services 
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Table 4 * Annual mean charges ‘per family ‘and ‘per 
individual 


per family per individual 
All services $207 $65 
Dentists 33 10 
Physicians 78 25 
Hospitals 4) 13 
Medicines 31 10 
Other 26 8 


ices are included with the dental charges 
in Table 3. 

Among families and individuals who 
incurred charges for services—that is, ex- 
cluding those with no health charges 
during the year—the annual mean 
charges per family and per individual 
are shown in Table 4. 

Table 5 indicates that dental services 
are an exception to the general rule that 
the costs of personal health services in- 
crease with age. 

A sudden decrease in dental costs 
among those 65 years of age and over is 
of interest, since an increasing need for 
dentures and related services which are 
relatively expensive would be expected. 
Women incur greater charges for dental 
services than men in a year—$12 and $9, 
respectively. Among those who incur den- 
tal charges, the average charge during a 
year is $32, but the charge rises with age 
until age 65 and over. Apparently, if 
there is any extensive dental repair it 
usually is completed before age 65. 


DISTRIBUTION OF CHARGES 


During a year it was found that about 
8 per cent of the families incurred no 
charges for any personal health services, 
and over 10 per cent of the families in- 
curred charges of $500 or more. Stated 
in another manner, 10 per cent of the 
families incurred 43 per cent of all 
charges for all personal health services, 
including dental services. This important 
fact well illustrates the reason for the 
development of health insurance, since in- 


Charges per Charges per 


Type of service family with individual with 
charges charges 
Dentists $61 $32 
Physicians 105 re 
Hospitals 158 140 
Medicines 46 26 
Other 54 38 


Table.5 ® Dental costs by age groups 


Dental charges | Dental charges 


Age | per person 


All persons $10 $32 
O— 5 years 1 16 
6-17 25 
18-34 13 31 
35-54 14 37 
55-64 13 53 
65 and over 4 37 


Table 6 ® Percentage of families incurring charges in 
excess of $200 during a year by type of service 


Type of service Percentage 


All services 

Dentists 

Surgery 

“Other” physicians* 
Hospitals 

Medicines 


Naawak 


*All physicians’ services except and ob- 


stetrical. 


surgical 


surance is designed to spread the costs 
of personal health services evenly over 
the population. 

To indicate how charges are dis- 
tributed by the type of service, Table 6 
shows the relative economic impact of 
various “charges on families over a year. 
Table 6 is of special importance to den- 
tists because of their present concern 
with dental prepayment plans. As in 
other services, a small percentage of 
families incurred relatively high dental 
costs, and others had little or no dental 


i 

4; 

vi 

4 


72 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Table 7 ® Annual 
among families 


distribution of dental charges 


Percentage of 


Charges families incurring 
charges 
No charges 44 
$ 1-$ 45 35 
$46-$ 95 10 
$96--$195 6 
$196 and over 4 


costs in a year. The annual distribution 
of dental charges among families is 
shown in Table 7. 

It is apparent that 44 per cent of the 
families incurred no dental charges and 
a small but important minority of 4 per 
cent incurred charges approximating 
$200 and over. It is well to consider that 
families with sizable dental charges are 
likely also to incur charges for other 
services at the same time. It was found, 
for example, that 16 per cent of the 
families incurred charges in excess of 
about $400, or an average of $702 per 
family. The charges incurred for major 
types of services for each family were as 
follows: dental services, $84; hospital 
services, $190; surgery, $77; “other” 
physicians’ services, $168, and medicines, 
$91. (These figures do not add up to 
$702 because all services are not listed). 

It seems apparent that all these services 
are important in the financing of per- 
sonal health services, particularly when 
total family charges are above certain 
amounts in a year. Is dental service, 
therefore, a service that can and should 
be insured? 


UTILIZATION OF SERVICES 


The chief measurements of thé volume 
of services received in this study were 
hospital care and surgery. The nature 
of the study precluded a detailed analysis 
of physicians’ calls and dental service. 
Even so, the data on utilization of dental 
services are of interest because gross in- 


formation, representing new data, on a 
nationwide basis, was assembled. 

The hospital admissions rate per 100 
persons for the entire population was 12.9 
for men and 15 for women. There was 
hardly any variation in admission rates 
by income groups, indicating that in- 
come was not a dominant factor in ac- 
cessibility of hospital care. 

The number of surgical procedures per 
100 persons was 7 per 100 for the entire 
population, 6 for men and 8 for women. 
Excluding persons who had been hos- 
pitalized, 40 per cent of the people had 
not sought physicians’ services that year. 

In this connection it is of interest to 
note that 66 per cent of the general 
population had not sought dental services 
in a year, leaving 34 per cent who had 
consulted a dentist one or more times. 
This can be shown by age (Table 8), sex 
and family income. 

In all age groups except 65 and over, 
women were more likely to consult a 
dentist than were men; 36 per cent of the 
women and 31 per cent of the men, on 
the average, consulted a dentist. 

There was great disparity among 
income groups as to what proportion 
consulted a dentist during a year. In 
fact, it appears that dental service is the 
most sensitive of all health services to 
variations in family income. The amount 
of hospital care has been largely equal- 
ized for all income groups, and surgery 
appears to be approaching equalization— 
but not dental services, as is revealed in 


Table 9. 


Table 8 ® Percentage in each age group consulting 
a dentist in a year 


Age Percentage 
Total 34 
10 
6-17 ad 
18-34 44 
35-54 39 
55-64 25 
65 and over 13 
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The average of 34 per cent shows that 
suggestions by dentists that all persons 
should see their dentist at least once a 
year are not followed. Even among per- 
sons in the highest income group in this 
study, only a little over a half of the 
people consult their dentists during a 
year. 


GENERALIZATIONS 
AND IMPLICATIONS 


If one of the purposes of insurance 
against the costs of personal health serv- 
ices is to spread the high costs of the few 
among the many, it would seem that 
dental services need to be covered by 
some type of insurance mechanism. It 
will be recalled that 4 per cent of the 
families in this nationwide survey incurred 
charges for dental services in excess of 
about $200. It will also be recalled that 
6 per cent of the families incurred 
charges in excess of $200 for hospital 
care, 3 per cent for surgery, 6 per cent 
for physicians’ services other than surgery 
and obstetrics, and 2 per cent for drugs 
and medications. 

Perhaps, however, the comparison has 
some fallacies, even though it has been 
demonstrated that dental costs fall un- 
evenly on families in the country. It is 
contended in many quarters that the 
need for dental care is usually of a non- 
emergency nature, and that unlike the 
needs for other types of personal health 
services, the need for dental attention 
can be postponed or even ignored if 
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Table 9 © Percentage of persons in families within 
each income group consulting a dentist in ao year 


Family income Percentage 
Total 
$0-$2,000 17 
$2,000-$3,500 23 
$3,500—$5,000 33 
$5,000-$7,500 43 


$7,500 and over 56 


families do not appreciate a good level of 
dental health. 

It is contended also if families ap- 
preciated dental services sufficiently to 
prevent the deterioration of dental 
health, mouths could be on a mainte- 
nance level with relatively stable costs 
from year to year for such families. One 
of the barriers to the establishment of 
dental insurance is the initial cost of care 
necessary to take up the backlog of need, 
after which proper dental health can be 
maintained on an insurance premium 
which people are willing to pay. 

Despite arguments of insurability or 
fininsurability of dental services, it would 
appear that American families are inter- 
ested in a budgeting mechanism for al- 
most all goods and services from toasters 
to personal health services. In order to 
encourage people to save for things they 
need and want, some form of periodic 
prepayment system is indicated for dental 
services, even if it adds to the total cost 
of services in the form of administrative 
costs. 

420 Lexington Avenue 


Growth of Understanding + The deeper insight man has into the affairs of nature, the more he 
discovers the accurateness and art of the creation, the more he will understand the contexture 


of all things. Sir Thomas Pope Blount (1693). 
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Cases and Comments 


INDIRECT INLAY AND CROWN TECHNIC USING ALGINATE 
By Takao Fusayama, D.M.S.,* Tokyo 


A simple and accurate system of indirect inlay and crown technic using alginate has been de- 
veloped. Good results have been obtained with this technic in more than 200 patients, and the 
method is now being widely used by Japanese dentists. Accuracy and facilities are improved as 
follows: (1) The interval between taking the alginate impression and pouring stone is shortened 
to a period of 30 to 60 seconds. This shortened interval prevents the alginate from distorting; 
the shortened interval is possible because the alginate impression is fixed in a 2 per cent zinc 
sulfate solution for 30 to 60 seconds while the stone (hydrocal) is being spatulated; (2) A tray 
with a loose joint has been designed to prevent strain on the alginate; (3) A system compensat- 
ing for the casting shrinkage of metal has been devised; (4) Petroleum jelly is selected as a 
lubricant on hydrocal models because of its minimum effect on their dimension and hardness; 
(5) Equipment for the technic has been improved. An alginate syringe, an impression tray and 
a special articulator have been designed as a set. The bite model mounted on the articulator 
can be made with only two impressions (the alginate impression of the object tooth line and 
the wax bite impression). By using this method, only one mix of stone is necessary. Water used 
for mixing alginate should be at room temperature in rooms of moderate temperature around 
20°C. (68°F.) ; warmer water should be used in cooler rooms and vice versa. The water/powder 
ratio is 2.5/1 by weight. The spatula should be rotated 200 times for one minute. 


*Now at Indiana University School of Dentistry, department of dental materials, Indianapolis. 


Fig. 1 * Equipment for this technic consists 
of the following: (A) a syringe for injecting 
alginate mix into the cavity, (B) an impres- 
sion tray for alginate and (C) a special 
articulator for the alginate-hydrocal model. 


Fig. 2 * Cotton thread of about 8 mm. in 
length is used to expose gingival margins of 
proximal cavities. Finer ones of about 10 cm. 
in length are used for crown preparations. 
All threads are soaked in 40 per cent zinc 
chloride solution and then dried out, accord- 
ing to Thompson’s technic. The cotton 
thread containing zinc chloride crystals is 
used as illustrated for a Class II inlay, a 
three-quarter crown and a full cast crown. 
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CASES AND COMMENTS. . 


Fig. 3 * The alginate syringe is used as fol- 
lows: in loading, the window is opened by 
pushing back the movable cover and pack- 
ing in the alginate mix; for injecting, the 
window is shut, and the alginate is injected 
through the nozzle as the piston is pushed; 
washing is performed by pumping in water 
two or three times before the alginate 
hardens; if the washing time is missed, the 
syringe can be taken apart for easy cleaning. 


Fig. 4 * The alginate mix must be injected 
into the cavity, proximal space or gingival 
crevice as soon as the cotton thread is re- 
moved. Continuous injection without inter- 
ruption is necessary. The entire prepared 
surface is covered, allowing a little overflow, 
before the tray is pressed on it. In a Class 
II cavity, the alginate is injected from the 
occlusal step to the proximal portion. In an 
MOD cavity, it is injected from the distal 
aspect through the occlusal step to the mesial 
aspect. For a full crown, the alginate is in- 
jected first into the gingival crevice and then 
the entire preparation is covered. 


Fig. 5 + After injection of the alginate, a 
tray filled with alginate is placed on the 
tooth. The tray’s central button is pressed 
lightly with the tip of the forefinger, the 
handle held gently with the other fingers. 
The tray is kept in position for five minutes 
(two minutes longer than ordinarily). It is 
then removed. 


Fig. 6 * The alginate impression must be im- 
mersed in 2 per cent zinc sulfate solution as 
soon as it is taken out of the mouth; 30 to 60 
seconds in the solution is adequate. During 
the fixing time, hydrocal must be mixed with 
water and spatulated. When the fixation of 
the alginate and the spatulation of hydrocal 
are completed, the impression is removed, 
the excess fixing solution is blown off and 
the hydrocal mix is poured. This allows a 
minimum distortion of the alginate impres- 
sion, because the time between taking the 
impression and pouring the stone is short. 
The main piece of the articulator is placed 
on it at once; the hole of the articulator base 
is filled with the excess hydrocal mix. This 
method enables the operator to pour the 
model and mount it on the articulator in 
one step. 


Cless II cavity 


. VOLUME 54, JANUARY 1957 © 75 


MOD cavity 


ie 
— 
Pull crown 
> 
\ 
* sie: 
~ 
- 
ae 
of 
WE 


76 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Fig. 7 * A bite impression is taken with 
baseplate wax of about 1.5 cm. by 3.5 cm. 
The surplus wax is pressed on the opposite 
tooth line with the fingers. This bite impres- 
sion will serve as the impression for the oppo- 
site arch also. A wet cotton pellet held by 
tweezers is used to press the paraffin bite 
impression gently on the model of the tooth 
line. The wax impression is fixed with a hot 
wax spatula on several places on the model. 
Ordinary plaster of paris is poured through 
the holes in the opposite piece of the ar- 
ticulator. The paraffin is removed after the 
plaster sets. The bite model is then com- 
pleted. The tooth line model and the oppo- 
site model can be divided easily and as- 
sembled again when needed. 


Fig. 8 * Petroleum jelly must be used as the 
separating medium for the wax pattern as 
glycerin or water may spoil the detail ac- 
curacy and hardness of the model. The 
petroleum jelly is placed on a small cotton 
pellet and melted over a flame. The melted 
petroleum jelly is coated on the hydrocal 
surface of the preparation. Melted petroleum 
jelly spreads easily on the surface and does 
not penetrate deep enough to spoil the hard- 
ness and dimension of the model. If 
petroleum jelly collects in the corners, it is 
smoothed by blowing with a heated air 
syringe. Paraffin usually is used on the model 
because of its low softening temperature. In 
hot seasons, inlay wax is preferred, however, 
because paraffin distorts in warm room tem- 
peratures. The softened wax is packed into 
the cavity with a celluloid strip held around 
the preparation as a matrix to form the 
proximal surface of the pattern. The occlusal 
surface is then carved. 


Fig. 9 * The model can be cut in two or 
three pieces through the respective proximal 
spaces. Cutting allows direct inspection of 
the proximal gingival margin. The divided 
model can be set up again on the articulator 
exactly as before to allow the operator to 
test the bite and neighboring tooth contact. 
The hole in the articulator has tapered walls 
to facilitate ease of removal and assembly. 
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Fig. 10 * The wax pattern is invested with 
ordinary quartz investment and cast with 
metal. The expansion of the hydrocal model 
will partially compensate for the casting 
shrinkage of the metal. 


Fig. 11 * To make crowns on the indirect ienies 
model, the gingival margins of the hydrocal 

model are cut off. This procedure exposes 

the cervical margins of the preparation to section of motel cutting off qua mereins 
the bottom of the gingival pocket so 
thorough inspection can be made. The band 
is fitted, or a wax pattern is made on it. 
The crown is completed on the model. 


Meking 
crowns 


shell crown full cest crown 


Fig. 12 * To make a bridge from a one 
piece casting on the alginate-hydrocal model, 
both abutment wax patterns are prepared. 
The patterns must pull off easily. The pat- 
tern for the dummy is then made, the three 
wax pieces are joined and removed in one 
piece. Casting is with hard alloy. The abut- 
ment is tried in the patient’s mouth and 
finished; the resin body of the pontic is 
attached to it, and the completed bridge is 
set in the mouth. 


Conclusion * The simple technic using alginate is further simplified by the described improve- 
ment. The accuracy of inlays and other restorations is not inferior to the accuracy obtained by 
the use of reversible hydrocolloid and is much superior to that of the direct method. Excellent 
clinical results are being obtained. 
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MOUTH REHABILITATION IN PEDODONTICS 


By S. R. Nepola, D.D.S., South Norwalk, 
Conn. 


Pediatrics has made great strides in aiding 
child growth and development. Concomitant 
with this advance in medicine has been the 
progress made in pedodontics. Pedodontists are 
molding normal jaws and maintaining healthy 
teeth, thereby influencing nutrition of the body 
and affecting the personality of the child. 

A four year old girl came to our office with 
rampant caries (Fig. 1). Roentgenographic 
and clinical examinations revealed that, with 
the exception of the mandibular incisors, all 
her deciduous teeth had four or five surfaces 
with extensive carious lesions. The occlusal sur- 
faces of six of the deciduous molars were com- 
pletely denuded of enamel so that mastication 
had become very painful. 

The patient had had severe and prolonged 
anemia, which was successfully treated before 
the manifestation of dental pathology. How- 
ever, a high carbohydrate diet had been main- 
tained. This diet undoubtedly led to the 
extensive lesions. 

As the child refused to eat, especially meats 
and vegetables which required mastication, the 
parents determined to find a solution to the 
problem. Removal of all deciduous teeth and 
the construction of complete artificial dentures 
was rejected as too radical a treatment. 

Our plan of treatment was to crown all the 
cuspids and the first and second deciduous 
molars with stainless steel crowns. For esthetic 
reasons, and also to support the crowns on one 
of the very badly decayed teeth, a plastic splint 
was indicated for the maxillary incisors. 

With the exception of the last visit, the pa- 
tient always received a capsule of secobarbital 
sodium (Seconal), % grain, before bedtime 
and one capsule about a half hour before treat- 
ment. 

Meperidine hydrochloride (Demerol), 25 
mg., was administered with the procaine hydro- 
chloride solution (Novocaine) when the max- 
illary incisors were prepared for the acrylic 
resin jackets. 

These drugs kept the child anesthetized 
through most appointments, especially after the 
abutments were prepared. All procaine hydro- 
chloride was administered under nitrous oxide 
analgesia. 

Normally, in preparing teeth for stainless 
steel crowns, the bell shaped portion of the 
deciduous molars must be reduced slightly. 
The lingual, buccal, mesial and distal contours 
are diminished. Then the occlusal height is 
lowered. 


Fig. | * Rampant caries in teeth of four year old 
patient. Note destruction of upper right lateral 
incisor 


Fig. 2 * Above: Little reduction of tooth structure 
necessary before placing of stainless steel crowns. 
Note extensive lesions in crown of right second 
molar. Below: Six maxillary teeth covered with 
steel crowns 
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Fig. 3 * Above: Carious regions in maxillary in- 
cisors restored with oxyphosphate cement prior to 
taking impressions for acrylic resin splint. Center: 
Acrylic splint in place. Below: Patient after mouth 
restoration. All teeth but mandibular incisors have 
full coverage 


However, in this instance, little reduction of 
tooth structure was necessary, especially for the 
second molars (Fig. 2, above). The four pos- 
terior teeth required subgingival preparation 
for added retention because of the large areas 
of decay. Fortunately, the pulps receded nicely 
under the carious lesions, and, therefore, only 
one pulp-capping and one pulpotomy were 
performed. 

Diamond stones, burs and disks were used 
to remove tooth structure under a constant 
spray of cool water. The size of the stainless 
steel crown was determined by measuring the 
diameter of the tooth with a millimeter gauge, 
the crown was tried on the tooth, contoured 
to the gingival margin, checked for occlusion, 
excursions and for mesio-distal relationships. 

Before cementing the crowns on the teeth, 
the prepared teeth were dried, treated and 
coated with a cavity varnish (Copalite). Start- 
ing with the mandibular teeth and terminating 
with the maxillary teeth (Fig. 2, below), three 
crowns were cemented each visit, a total of 12 
stainless steel crowns. 

The-maxillary incisors were prepared by first 
removing all decay. The large carious regions 
were then restored using oxyphosphate cement 
(Fig. 3, above). Hydrocolloid impressions were 
obtained, and on the next visit an acrylic resin 
splint was cemented to complete the occlusal 
reconstruction (Fig. 3, center and below). 

Six months have elapsed since the comple- 
tion of treatment. The child has a normal ap- 
petite. She can chew and sleeps well because 
of the absence of pain. 

It would have been an error to extract the 
teeth and insert complete dentures. With the 
growth of the jaws, there would have been 
considerable discomfort under the unstable 
dentures. The eruption of the secondary den- 
tition would have been irregular unless closely 
observed. Furthermore, the contact of the den- 
tures with the erupting permanent dentition 
would have resulted in a high percentage of 
caries unless the child was extremely careful 
about mouth hygiene. 

It is possible that the instability of the den- 
tures would have precluded their daily use and 
consequently would have led to malocclusion 
and derangement of the dental arches. To re- 
frain from treatment would have resulted in 
irreparable damage. 

Because of the importance of preserving the 
deciduous teeth, mouth rehabilitation in chil- 
dren such as the patient described might pre- 
clude the necessity of occlusal reconstruction 
of the permanent dentition in many instances. 
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IMPACTED LOWER SECOND MOLARS 
By Donald R. Mackay, D.D.S., St. Paul. 


The lower right and left second molars had 
not erupted in a 16 year old girl. She had 
been under the care of an orthodontist for the 
past year and a half. The lower deciduous 
second molars had been removed. Her other 
history was essentially negative. The patient 
was in good health. 

All teeth were present, both erupted and 
unerupted. Oral health was good. There was 
no lymphadenitis or any oral pathologic con- 
dition evident clinically. Intraoral periapical 
roentgenograms of the lower right and left 
molar regions disclosed unerupted and im- 
pacted lower second molars with the right and 
left third molars erupting superiorly to the 
second molars (illustration, above). 

The patient was admitted to the hospital. 
The premedication was meperidine hydro- 
chloride (Demerol), 50 mg., and atropine 
sulfate 1/150 grains. Under general anes- 
thesia (thiopental sodium), both lower second 
molars were exposed superiorly and sectioned 
longitudinally with a bur. The distal portion 
of the anatomic crown on the lower left second 
molar was removed, the distal root removed 
and the mesial portion of the whole tooth ex- 
tracted without difficulty. The mesial root was 
bifurcated. 

Because of the proximity of the lower right 
second molar to the inferior dental nerve and 
the possibility of nerve damage, the entire 
anatomic crown was removed first. The roots 
were separated with a bur, and the distal root 
was relieved superiorly and _ buccolingually. 
The distal root was then removed. The inter- 
septal bone was removed with a bur, and the 
superior aspect of the mesial root completely 
exposed. The mesial root was bifurcated and 
straddled the inferior dental nerve and asso- 
ciated vessels. 

A minimum of alveolar bone was removed 
to allow good vision, and the mesial root was 
lifted with an explorer. Both wounds were 
cleansed, and approximately 75 mg. of chlor- 
tetracycline (Aureomycin) powder was incor- 
porated well into the free blood in the wound. 

A cap dressing of surgical cement incor- 
porated in cotton fibers was placed about a 
quarter of an inch into the wound as a pro- 
tection to the blood clot. Ice packs were 
applied to both sides of the lower jaw for 
the balance of the day. 


Above: Preoperative intraoral roentgenograms 
of lower left and right impacted second molars 
show overriding of second molars by unerupted 
third molars. Below: Postoperative intraoral 
periapical roentgenograms 20 days postoper- 
atively. 


The patient was placed on a regular soft 
diet and given Phenaphen with % grain co- 
deine as needed for pain for three days after 
surgery. An infrared heat lamp (20 inches 
for 20 minutes) was used every four hours. 
The patient was discharged from the hospital 
at the end of the third postoperative day. The 
patient was seen in the office five days postop- 
eratively, and the cap dressings were changed. 
They were removed completely eight days 
postoperatively. There was no breakdown of 
the blood clot, and recovery was uneventful. 
There was no anesthesia nor paresthesia of the 
lower lip. Roentgenograms were taken 20 days 
postoperatively (illustration, below). 

The age of this patient, the anticipated 
orthodontic interference, the limited amount 
of regeneration of alveolar bone anticipated, 
the proximity of the inferior dental nerve, all 
combine to make the treatment one in which 
all factors should be carefully analyzed to 
minimize any permanent defects. 

The removal of the second molar from the 
left side first, using it as an indication of what 
anomalies might be expected not evident in the 
roentgenogram, was of help in removing the 
opposite tooth. Certainly, in this instance, 
bifurcation of the mesial roots was not demon- 
straied on the roentgenogram. 

925 Lowry Building 


a 


LONW.MORREY, EDITOR 


©» VOLUME 54 «+ NUMBER 1 
74 r Published by the American Dental Association 


222 East Superior Street * Chicago 11, Illinois 
oumal 


OF THE AMERICAN DENTAL ASSOCIATION 


JANUARY 1957 


Editorials 


First decade of water fluoridation 


to be subject of scientific review 


The recent decision by the House of Delegates of the American Medical Association 
to re-examine the data associated with the fluoridation of public water supplies is 
welcomed by the dental profession. It will provide additional authoritative comment 
on the efficacy and safety of one of the greatest public health measures to be adopted 
in recent years. And, by so doing, it will stimulate more communities, not only in 
the United States but throughout the entire world, to put the process into effect for 
the benefit of children. 

The study is to be made by the Councils on Foods and Nutrition and on Pharmacy 
and Chemistry of the American Medical Association, and the findings will be re- 
ported to the House of Delegates of that organization next December (see page 91). 
Since the first communal fluoridation project was started more than ten years ago, 
evidence has mounted proving the anticariogenic effectiveness of the process. More 
recently a number of carefully controlled studies have demonstrated that fluoridation, 
as recommended by scientific authorities, is not harmful systemically. There have 
also been some claims and assertions by a few physicians that controlled water fluorida- 
tion is somehow or other harmful. An evaluation of these reports and claims by official 
agencies of the American Medical Association will be a welcome addition to the 
voluminous literature on fluoridation. 
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Children’s Dental Health Week 


Once again the nation nears that period of the year which, through custom, spotlights 
America’s continuous program to improve the dental health of its children. The first 
week of February will find community leaders—teachers, parents, dentists and others 
interested in children—concentrating on this important aspect of child health. Even 
now dental societies from coast to coast and from the Great Lakes to the Gulf are 
completing plans for substantial community dental health education programs. 

There can be no question but that the stimulus provided by the annual Children’s 
Dental Health Week, since its adoption by the Association nine years ago, has con- 
tributed much to America’s growing appreciation of good dental health. This 
appreciation, plus the adoption of fluoridation by a growing number of communities 
each year, is making gratifying gains in lowering the incidence of dental caries among 
the younger generation. The family dentist, however, dares not sit back and hope 
that “George”—education and fluoridation—will take over. Neither education nor 
fluoridation, singly or combined, will ever completely supplant good dental operative 
procedures. There will always be a need for pedodontics and for family dentists who 
will backstop the dental educator and the water engineer. 


Your presence is requested 


Elsewhere in this issue of THE JOURNAL appear several pictures of the Association’s 
new Central Office building—more properly, the Association’s recently remodeled 
Central Office building. The address remains the same, as does the basic structure, 
but the addition of fifty per cent more front footage and another floor, the complete 
remodeling of the interior and a new, modern facade have resulted in a structure of 
which Chicago’s Near North Side can boast and of which every dentist can be proud. 

The Association will hold Open House from two to four-thirty o’clock on Monday, 
Tuesday and Wednesday afternoons, February 4, 5 and 6, in order to give members 
attending the Chicago Dental Society Mid-Winter meeting, and others, an oppor- 
tunity to inspect the new quarters and its modern facilities. 

Monuments or monumental buildings do not necessarily reflect the essentiality 
of an organization—nor its progress. In this instance, however, the new headquarters 
building, which is both beautiful and functional, marks a milestone in the progress 
of the dental profession as well as in the progress of the American Dental Association. 

For sake of emphasis the dates are February 4, 5 and 6. The occasion is Open 
House for the inspection of the Association’s new headquarters at 222 East Superior 
Street, Chicago. No formal invitation is required, but your presence is requested. 
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In striving to better, 


we often mar that which is well 


Slipshod work by high-speed methods in operative dentistry does not “pay off.” 
Many times, “in striving to better, we often mar that which is well.” This warning 
comes from Edward C. Mills, now 89 years old, and for 23 years, secretary and 
editor of the Ohio State Dental Association. 

Many of the technics and operative procedures in the practice of dentistry have 
changed considerably since the days when Dr. Mills first started to practice. Many 
more undoubtedly will change in the future as the newer operating devices are per- 
fected and adopted. 

The rapid growth in population, the increase in living standards and the great 
value placed on good dental health have resulted in greater demands for dental 
service. As these demands grow, so grows the work load of the family dentist. Prac- 
titioners, dental engineers and practice management specialists alike continue to 
improve equipment and methods of practice which will enable dentists to speed 
operative procedures and accommodate more patients. Since World War II the 
profession has been introduced to many new kinds of equipment: the Airdent unit, 
the ultrasonic devices, various types of high-speed rotary cutting instruments and 
cooling equipment. The time will soon come, if it has not already arrived, when 
every American dentist will equip his operatory with one or more of these modern 
timesaving devices. Certainly he owes it to his patients and to himself to do so, 
provided such devices enable him to improve the quality of his service. To save 
time and to improve operative standards are commendable. To save time at the 
expense of standards is not. 

It is hoped that the timesaving habits acquired through the use of high-speed 
equipment will not establish a trend toward other and less desirable timesaving habits. 

No dentist should ever permit himself to become so rushed that he will attempt 
to save time through slipshod short cuts—by slighting a cavity preparation, neglecting 
to polish a filling, or omitting some other operation and thus lowering operative 
standards. Few have recognized this fundamental truth more clearly than Dr. Mills. 
He recently wrote: 

Consider the practice of dentistry, which requires technical skill and knowledge meticulously 
applied to accomplish certain ends. Experience alone has shown the definiteness of time required 
in the performance of certain operations. If the time has been overestimated, it should not 
be considered as time saved. This is but creating a loss of time for which there is no replace- 
ment, except perhaps from deduction of the allotment previously assigned for another opera- 
tion, ever bearing in mind that the patient’s time may be more valuable than the dentist's 
and worthy of consideration. 

The so-called “short cuts” in operative dentistry should be viewed with disdain. The dentist 
treats the most highly sensitized organs in the human body. Speedy technic on such vital 
tissues too often results in the loss of the time which the dentist is trying to conserve, or 


possibly in the loss of the organ involved. If the dentist neglects to exercise the technical skill 
and knowledge passed on by his predecessors, he is showing a great lack of acumen. 


The fundamentals of good dental service will never change. Good dentistry, as 
Dr. Mills aptly states, will always require the meticulous application of high tech- 
nical skill and knowledge. 
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Letter to members of Council on 
Dental Trade and Laboratory Relations 


on FTC trade practice rules 


A letter sent to members of the Council on Dental Trade and Laboratory Relations 
by its chairman, Walter E. Dundon, December 5 outlines the recent developments 
and current status of the Association’s efforts to obtain modification of the Federal 
Trade Commission’s Rules for the Commercial Dental Laboratory Industry. The 
FTC in November ruled that any hearing would be limited to discussion of termi- 
nology, such as the words “design” and “occlusion,” and to a consideration of the 
objectionable features of Rules 12 and 13 (which deal with promotional allowances, 
discriminatory favors and exclusive deals by laboratories). The Association has pro- 
tested this limitation and has demanded that the hearing consider the proper relation 
of the laboratories to the dental profession and that the illegal activities of mail order 
denture firms be dealt with. The Association has retained Renah Camalier of Wash- 


ington, D.C., as special counsel. Text of the letter to Council members follows: 


In order that you may be kept currently 
advised on developments affecting the Coun- 
cil’s efforts to obtain modifications of the 
trade practice rules promulgated by the Fed- 
eral Trade Commission for the commercial 
dental laboratory industry, I have summar- 
ized below the events which have transpired 
since the October meeting of the Association’s 
House of Delegates. 

On October 25 and again on November 
8-9, Messrs. Conway and Beazley conferred 
with representatives of the National Associa- 
tion of Dental Laboratories and Messrs. Cam- 
eron and Stauffer of the Federal Trade Com- 
mission’s staff in an effort to establish a satis- 
factory time and place for the public hearing 
announced in the Commission’s letter of Oc- 
tober 3. The procedural “ground rules” to be 
observed at the hearing were also. discussed 
at the above meetings. 

At the October conference the Association 
representatives suggested that the public 
hearing be held during the last week of No- 
vember or the second week of December and 
asked the Commission staff to consider hold- 
ing the hearing in some midwestern city, prob- 


ably Chicago, so as to make the site of the 
hearing more accessible to interested members 
of the dental profession and the dental labora- 
tory craft. At the October conference there 
was no indication that the Council would not 
be permitted to make a full and complete 
presentation at the hearing on all the ques- 
tions raised in our June statement to the Com- 
mission. 

During the November conference the Asso- 
ciation representatives were advised for the 
first time of the Commission’s intent to limit 
the scope of the hearing to a discussion of the 
terms “design” and “occlusion” and the ob- 
jectionable features of Rules 12 and 13. 
Messrs. Conway and Beazley vigorously pro- 
tested this decision and indicated that a fair 
hearing could not be held under these cir- 
cumstances. Mr. P. A. Slone and Mr. Kelly 
E. Griffith, representing the National Associa- 
tion of Dental Laboratories, also protested this 
effort to limit the scope of the public hearing 
to a point at which the hearing would become 
useless. 

Under date of November 13 I sent a tele- 
gram to Mr. Robert M. Parrish, secretary of 


; 

i 

‘2 

84 


DENTAL LABORATORY TRADE PRACTICE RULES . . . VOLUME 54, JANUARY 1957 © 85 


the Federal Trade Commission, officially pro- 
testing the ruling of the Commission’s staff. 

At this point it was agreed, in consultation 
with Dr. Hillenbrand and other members of 
the staff, that special counsel in Washington 
should be retained to advise on this problem. 

Mr. Renah F. Camalier, who had previously 
served the Association in special capacities, 
was retained. Mr. Camalier is an attorney, a 
former Commissioner for the District of Co- 
lumbia and is very familiar with the pro- 
cedures and personnel of the Federal Trade 
Commission. In consultation with Mr. Cama- 
lier, Mr. Beazley and Mr. Conway prepared 
the following letter which was sent to the 
Federal Trade Commission under date of 
November 19: 


“The American Dental Association urgently 
requests the Federal Trade Commission to 
expand the scope of its Directive dated Octo- 
ber 3, 1956, announcing a public hearing on 
the Association’s petition for amendment of 
the subject Rules, so that the following mat- 
ters, in addition to those described in the 
aforementioned Directive, may be _ consid- 
ered at the public hearing: 

“1. A revision of the prefatory statement 
by the Commission, so that the Commission 
may more accurately identify the relation 
of the commercial dental laboratories to the 
dental profession and may embrace within its 
description of the industry all commercial 
dental laboratories. 

“2. The insertion of a Rule that will place 
appropriate restraints on advertising by cer- 
tain dental laboratories where that advertis- 
ing solicits patronage directly from the public. 

“The American Dental Association petitions 
the Commission to direct that the matters 
specified above be considered at the proposed 
hearing, for the following reasons: 

“1. The matters now specified in the Com- 
mission’s Directive of October 3 cannot be 
thoroughly or effectively resolved without con- 
sidering the important aspects of the transac- 
tion (the relationship) between dentists and 
dental laboratories, or without considering the 
stringent restrictions imposed upon this trans- 
action in the best interest of the health of the 
public by the Dental Practice Acts of the sev- 
eral states, territorial possessions, and the Dis- 
trict of Columbia. 

“2. In the opinion of the petitioner, the 
Commission has inappropriately included 


within its definition of the industry those den- 
tists who conduct their own dental laboratories 
as an integral part of their dental practices. 
The present Directive prevents any considera- 
tion of this matter at the public hearing. 


“3. The activities of dental laboratories 
which solicit patronage directly from the pub- 
lic threaten the health of the public. These 
laboratories are subject to the provisions of 
the laws administered by the Commission and 
should also be subject to, and regulated by, 
the Rules promulgated by the Commission. 
The prefatory statement by the Commission 
prevents the substantive provisions of the pres- 
ent Rules from being applied to these labora- 
tories. 

“The petition for enlargement of the scope 
of the hearing is in the best interests of the 
public, the profession, and the industry, and 
an early approval is requested.” 


On the same date, November 19, the attor- 
ney for the National Association of Dental 
Laboratories supported the position of the 
American Dental Association in the following 
letter to the Federal Trade Commission: 

“The National Association of Dental Labo- 
ratories [NADL] respectfully requests the 
Commission to enlarge the issues set forth in 
the above-noted matter, or in the alternative, 
make clear that the issues are broad enough 
to cover the matters hereinafter set forth. 

“This request is limited to the issues that 
deal with the words ‘design’ and ‘occlusion.’ 
[NADL has separately consented to the re- 
quest of the American Dental Association to 
enlarge issues as to other matters.] 

“The ‘design’ and ‘occlusion’ issues, as now 
worded in the October 3 letter, appear to be 
limited to determining whether or not these 
words should be stricken from the rules where 
they now appear. No consideration apparently 
will be given to whether or not, if these words 
are stricken, substitute words or language 
should be put in the place of the stricken 
words. 

“NADL submits that, in the interest of ade- 
quate consideration of the matter involved, 
the issues should be broad enough to enable 
the parties to suggest substitute words or lan- 
guage for ‘design’ or ‘occlusion’ if necessary 
for accuracy and completeness of the rules. To 
strike without substitution might leave an un- 
warranted vacuum, and the parties should be 
allowed to advance means for avoiding such 
vacuum if they so desire.” 

For the moment it appears that the hearing 
will probably be held in February. The dates 
suggested for the hearing are February 11-12, 
and the place will probably be Chicago. 

I will write you again on this matter as 
soon as the Commission announces its deci- 
sion on the November 19 application by the 
Association to expand the scope of the public 
hearing. 


or 
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Dental aspects of Dependents’ Medical Care Act 


A special bulletin explaining the dental aspects of the health care program authorized 
by the Dependents’ Medical Care Act was mailed December 14 to constituent dental 
societies by the Council on Federal Dental Services. That bulletin is reprinted here. 
A copy of the policy statement of the Association adopted in November 1954 on 
military dependent care as well as the list of fiscal agents to whom billings are to 
be sent for services performed in accordance with the Act also were mailed state so- 
cieties. Inquiries on the Medicare program may be addressed to the Council on 
Federal Dental Services at the Central Office. 


The Dependents’ Medical Care Act 
(Public Law 569—84th Congress) au- 
thorizes “an improved and uniform pro- 
gram” of health care for certain 
dependents of members of the uniformed 
services. The policies and procedures for 
administering the dental and medical as- 
pects of the Medicare program have been 
established in a joint directive issued by 
the Department of Defense and the De- 
partment of Health, Education and Wel- 
fare and in joint regulations promulgated 
by the Departments of the Army, the 
Navy and the Air Force and the United 
States Public Health Service. The Secre- 
tary of the Army has been designated as 
the Executive Agent for the uniformed 
services for the administration of de- 
pendent dental and medical care ob- 
tained from civilian sources. Major Gen- 
eral Paul I. Robinson, (M.C.), U\S. 
Army, has been named as the executive 
director of the Office for Dependents’ 
Medical Care. 

It is the purpose of this special bulletin 
to advise the constituent dental societies 
of the dental aspects of the Medicare pro- 
gram. As additional information is re- 
ceived it will be made available to the 
constituent societies in future bulletins 
and in news articles and announcements 


which will appear in the News Letter and 
THE JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION. 


TITLE I 


Dental Care in Uniformed Services Dental 
Facilities * I. Authorized Care * Title I of 
the Dependents’ Medical Care Act, as imple- 
mented by the joint directive and regulations 
referred to above, authorizes the following 
dental care for eligible dependents in facilities 
of the uniformed services: 


A. Within the continental limits of the 
United States (except as provided in B be- 


low): 


1. Dependents of inembers of uniformed 
services are entitled to emergency dental 
care to relieve pain or suffering. This 
does not include orthodontic, or prostho- 
dontic treatment or permanent restorative 
work. 

2. Dependents are entitled to dental 
care deemed necessary by the cognizant 
dentist and physician as an adjunct to 
medical or surgical treatment, e.g., treat- 
ment of fractures of the jaw and treatment 
of infections of dental origin. The only 
dental appliances which may be fur- 
nished herein are those which are neces- 
sary to reduce and immobilize fractures 
of the jaw. 


B. Outside the continental limits of the 
United States and at designated remote areas 
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within the continental United States where 
adequate civilian dental facilities are not 
available, routine dental care is authorized. 
Routine dental care includes general opera- 
tive, surgical, and prosthodontic treatment 
which active-duty members of the uniformed 
services are furnished. Determinations made 
by the senior dental officer of the uniformed 
service dental facility or his designee as to the 
professional aspects of providing necessary 
dental care within the availability and capa- 
bility of the dental staff will be conclusive. 
Determinations as to the availability of space 
and facilities, or lack of them, for dependent 
dental care, will be made by the senior dental 
officer of the dental facility with the approval 
of the installation commander whose personnel 
are served by the dental facility concerned. 

Dental care provided to dependents in den- 
tal facilities of the uniformed services will be 
furnished without charge. 


II. Designation of Remote Areas for Dental 
Care * Remote areas within the continental 
United States will be as designated by a secre- 
tary of a uniformed service upon approval by 
the Secretary of Defense. Normally, an area 
will not be considered as remote unless the 
uniformed ‘service activity is more than 30 
miles from a community with adequate civilian 
dental facilities. Consideration will be given 
to unusual geographic and _ transportation 
factors such as toll bridges or ferries which 
would unreasonably increase the time and ex- 
pense of travel. A community’s dental facili- 
ties ordinarily will not be considered adequate 
for the purpose of this regulation unless an 
average of one civilian dentist is in private 
civilian practice per 2,000 population. The 
above criteria will not preclude a local com- 
mander from requesting designation of an 
area as remote when adequately justified. All 
requests for designation of an area as remote 
shall include the following: 

A. The distance of the area from a com- 
munity with adequate civilian facilities (in 
miles and time) including unusual transporta- 
tion factors which must be considered. 

B. The number of civilian dentists engaged 
in an active private practice within 30 miles 
of the uniformed service dental facility. 

C. The civilian population within 30 miles 
of the uniformed service activity. 

D. The dependent population residing on 
or adjacent to the installation. 

E. The total number of dependents who 
would be eligible for dental care at a uni- 
formed service dental facility if the area were 
designated as remote. 

F. The availability of specialized dental 
services within the civilian community. 


G. The capability of the uniformed services 
dental facility to provide dental care to de- 
pendents in the area. 

H. Statement concerning excessive costs of 
civilian dental service in the community. 

I. Examples of unusual delays in obtaining 
civilian dental service. 


III. Comment * The Association has been 
advised that the Department of Defense has 
not yet approved the designation of any area 
as “remote” for dental purposes. The Associa- 
tion has been informed, however, that several 
areas are being considered for such designation 
under the criteria outlined above. Association 
representatives have asked that constituent and 
component dental societies be consulted by 
the local military authorities before an official 
request is made through military channels for 
the approval of the designation of a particular 
area as “remote” for dental purposes. 


IV. Recommendations * It is recommended 
that the appropriate constituent society officers 
evaluate the dental potential in their geo- 
graphic area with specific reference to and in 
the terms of the criteria indicated in II above. 
The following publications recently distributed 
by the Association’s Bureau of Economic Re- 
search and Statistics will provide valuable as- 
sistance in such a study: Distribution of Den- 
tists in the United States by State, Region, 
District and County, and Map Supplement— 
Distribution of Dentists in the United States 
by State, Region, District and County. Addi- 
tional copies of the above documents are 
available in reasonable quantities upon request. 

After completing the study outlined above, 
the constituent dental societies should contact 
the commanding officer of each military and 
public health service installation within their 
territorial jurisdiction and request an oppor- 
tunity to confer with said officer and his senior 
dental officer. At the conference the constituent 
society representative should make it clear 
to the installation commander and the senior 
dental officer that the society is willing to co- 
operate in every reasonable manner so as to 
assure adequate dental treatment for the mili- 
tary dependents in the area by civilian dentists 
located near the military installation. The 
constituent society should advise its compo- 
nent societies of the criteria set forth above 
which are to be employed in identifying areas 
which are “remote” for dental purposes. The 
component societies should be urged to develop 
plans in cooperation with the constituent so- 
ciety to assure the uniformed service officials 
that adequate dental care can be provided for 
military dependents in civilian dental offices 
and facilities. 
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In areas where there are a large number of 
military installations, the constituent society 
may wish to invite the appropriate officials of 
its component societies to participate in con- 
ferences with the military officers in charge of 
the military facilities located within the com- 
ponent societies’ territorial jurisdiction. 


TITLE 11 


Dental Care in Civilian Hospital Facilities * 
I. Authorized Care + Title II of the De- 
pendents’ Medical Care Act authorizes speci- 
fied medical care for certain dependents at 
government expense in civilian hospitals and 
from civilian physicians and surgeons. While 
Title II does not specifically state that dental 
care in civilian facilities is authorized for de- 
pendents of members of uniformed services, 
the joint directive referred to above authorizes: 
“Dental care which is a necessary adjunct to 
medical or surgical treatment rendered in a 
hospital to a dependent who is a hospital in- 
patient. Such dental care shall not include 
removable or fixed prosthodontic restorations.” 
The joint directive defines “dental care as a 
necessary adjunct to medical or surgical treat- 
ment” to mean that “dental care determined 
by the cognizant physician and dentist to be 
required for the proper treatment of a medical 
or surgical condition.” 

Therefore, the dental care authorized under 
Title II as implemented by the existing joint 
directive and regulations is strictly limited to 
the dental care which is necessarily and di- 
rectly adjunctive to medical and surgical pro- 
cedures and which is provided at civilian fa- 
cilities on an inpatient basis. Title II, as pres- 
ently implemented, does not authorize a mili- 
tary dependent to receive the following dental 
services from civilian dentists at government 
expense : 

A. Outpatient dental 
emergency dental care). 

B. Inpatient dental care when the dental 
treatment is not adjunctive to a medical or 
surgical condition. 


care (including 


II. Eligible Dependents * Only the lawful 
wife and the dependent children of a uni- 
formed serviceman (or the lawful husband of 
a servicewoman if he is in fact dependent on 
her for over one-half of his support) may be 
eligible for dental benefits in civilian facilities 
under Title II of the Medicare program. 
Other dependents such as parents, widows, etc., 
may be eligible for dental care in military 
facilities under Title I. 

Dependent children are defined in the Act 
as unmarried legitimate children (including 
a legally adopted child or stepchild) who have 


not passed the 21st birtuday. Dependent chil- 
dren more than 21 years old are eligible for 
benefits if they are incapable of self-support 
because of mental or physical incapacity which 
existed before they reached 21 years of age, 
or if they are enrolled in an institution of 
higher learning and have not passed the 23rd 
birthday. 

In most cases the eligibility of a dependent 
for dental care in civilian facilities will have 
been determined through the admission pro- 
cedures of a hospital before the dentist is 
called on the case. Military dependents may 
identify themselves by displaying their post 
exchange card, the standard military de- 
pendent identification card, or the combined 
post exchange-commissary-military dependent 
care card. After July 1, 1957, military de- 
pendents must identify themselves by display- 
ing a special Defense Department Medicare 
card. 

III. Billing—Payment Procedures * Fiscal 
agents have been appointed in each state by 
the Office for Dependents’ Medical Care. Den- 
tists who provide authorized services to eligible 
dependents will submit their statements to the 
fiscal agent servicing their state. (A list of 
state fiscal agents is attached to this bulletin.) 
The fiscal agent will forward the statement 
to Washington for review, adjudication and 
direct payment by the federal government to 
the dentist. As a temporary expedient, the 
Office for Dependents’ Medical Care will 
utilize the appropriate state dental fee sched- 
ule used by the Veterans’ Administration. The 
method for handling payments to dentists and 
the schedules of allowances for dentists are 
now being discussed by representatives of the 
Association and the Office for Dependents’ 
Medical Care. Subsequent bulletins will keep 
you currently informed on the progress of 
these arrangements. It is expected that the 
Office for Dependents’ Medical Care will, after 
consultation with the Association, set up a 
mechanism for negotiating a state-wide fee 
schedule with each constituent society. 


IV. Recommendations * The constituent 
societies are urged to develop mechanisms 
through which data can be available for use 
in establishing a fee schedule for the dental 
procedures authorized under Title II of the 
Medicare program. The Medicare program re- 
flects an existing problem in the current Blue 
Shield schedules of benefits and fees; i.e. the 
acute medical and surgical conditions of a 
dental nature which are the primary cause 
of hospitalization and which are routinely re- 
solved under dental management in the hos- 
pital. This area should be surveyed separately 
and the desired information should be obtained 
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from dentists who are members of hospital 
staffs and render such hospital care. 


GENERAL INFORMATION 


The following information has been taken 
from the Dependents’ Medical Care Act 
and pertinent sections of the joint direc- 
tive and joint regulations referred to 
above. 

A. The Uniformed Services means the 
Army, Navy, and Air Force, the Marine Corps, 
the Coast Guard, the Commission Corps of the 
Coast and Geodetic Survey, and the Commis- 
sioned Corps of the Public Health Service. 

B. Member of a Uniformed Service means a 
person appointed, enlisted, inducted, or called, 
ordered or conscripted in a uniformed service 
who is serving on active duty or active duty 
for training pursuant to a call or order that 
does not specify a period of 30 days or less. 

C. Choice of Hospital. Normally, eligible 
dependents will have free choice between uni- 
formed service hospital facilities and civilian 
hospital facilities; however, with respect to 
dependents who reside with a serviceman, the 
Secretary of a uniformed service may de- 
termine that military facilities in a given area 


are adequate and may require dependents in 
that area to use such military facilities. In 
bona fide emergencies (ser!ous injury follow- 
ing an accident, or illness of sudden onset 
requiring immediate treatment at the nearest 
available facility to preserve life, health or 
to prevent undue suffering) any such restric- 
tion on freedom of choice is waived. 

D. Eligible Hospitals means only those in- 
stitutions which are operated in accordance 
with the laws of the state in which they are 
located; which are appropriately engaged in 
providing diagnostic and therapeutic facilities 
for surgical and medical diagnosis, treatment 
and care of injured and sick persons by or 
under the supervision of staff physicians and 
surgeons, and continuously provide 24-hour 
nursing service by registered graduate nurses. 

Specifically excluded are institutions which 
are primarily a place of rest, a place for the 
aged, a place for treatment of drugs or alcohol 
addiction, a nursing home, a convalescent 
home, or an institution operated by the Federal 
Government or any agency thereof. 

E. Hospital Care means inpatient care for 
18 consecutive hours or more, except for 
shorter periods of hospitalization for surgical 
procedures, treatment of fractures or other 
bodily injuries, or instances in which death 
occurs in a lesser period of time. 
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News of Dentistry 


Association Affairs 


GOVERNMENT URGED TO DEAL 
WITH SOCIETIES ON MEDICARE 


Dental representatives last month urged 
the Department of Defense to negotiate 
directly with state dental societies on the 
dental aspects of the health care program 
for dependents of military personnel. The 
Defense Department indicated that it 
would do so. 

Meeting at the Pentagon on the Medi- 
care program with Maj. Gen. Paul I. 
Robinson, executive director of the Office 
of Dependents’ Medical Care, were 
Harry Lyons, Association president; 
Bernard Beazley, secretary of the Coun- 
cil on Federal Dental Services, and 
Bernard Conway, secretary of the Coun- 
cil on Legislation. 

The American Dental Association rep- 
resentatives called for action on two 
aspects of the dental care to be provided 
under Title II of the Dependents’ Medi- 
cal Care Act. Title II, which authorizes 
medical care by civilian doctors, provides 


that allowable dental treatment shall be. 


only that performed in hospitals and 
deemed a “necessary adjunct to medical 
or surgical treatment” by the cognizant 
physician and dentist. 

Association representatives asked that 
a list be drawn up of the dental pro- 
cedures to be allowed and that fee sched- 
ules be worked out with the state dental 
societies. At present, the Defense Depart- 
ment has been negotiating contracts 
solely with medical societies. 

General Robinson agreed that the den- 
tal benefits would be spelled out and 
would be based in part on the procedures 
normally performed by the dental staff of 
a civilian hospital on an inpatient basis. 


Further, the general agreed that arrange- 


ments would be worked out for negotiat- 
ing contracts directly with the state den- 
tal organizations. 

He stated that the Veterans Adminis- 
tration fee schedules for dental pro- 
cedures are being used as “a temporary 
expedient,” pending adjustment of the 
issue in contracts to be entered into later. 
The general estimated that some 3,000 
dental treatments would be provided by 
civilian dentists under the Act. 

A day earlier, on December 7, Asso- 
ciation spokesmen conferred at the Penta- 
gon on another portion of the health 
program for military dependents, Title I 
of the Act, which provides for emergency 
or adjunctive dental care in military fa- 
cilities and routine care at military in- 
stallations in “remote areas.” 

Francis J. Reichmann, chairman of the 
Council on Federal Dental Services, Mr. 
Conway and Mr. Beazley met with Col. 
Robert Benford, Defense Department ad- 
ministrator for Title I. They urged that 
commanders of military posts consult 
with representatives of local dental so- 
cieties to determine the ability of civilian 
dentists in the area to provide adequate 
care for military dependents. They pro- 
posed also that the Defense Department 
Dental Advisory Committee, headed by 
Thomas P. Fox of Philadelphia, serve as 
a screening agency for any requests that 
an area be declared “remote” for dental 
care purposes. Colonel Benford stated he 
would consider the proposals carefully. 


DEFENSE OKAYS POINTS FOR 
OFFICERS AT A.D.A. MEETING 


Reserve dental officers who attend the 
American Dental Association’s scientific 
session at the annual meeting in Miami, 
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Fla., this year will receive retirement 
point credits under an agreement worked 
out between the Department of Defense 
and the Councils on Scientific Session 
and Federal Dental Services. It will be 
the first time that such credit has been 
available to dental officers. The plan 
will be tried on a three year basis. 

Announcement of the agreement for 
retirement points was made in a Novem- 
ber 28 letter signed by Frank B. Berry, 
M.D., Assistant Secretary of Defense. It 
followed discussion between the Asso- 
ciation councils, Dr. Berry and the De- 
fense Department’s dental advisory com- 
mittee. Thomas P. Fox of Philadelphia: 
John C. Brauer of Chapel Hill, N. C.; 
F. J. Reichmann of Oklahoma City, and 
Daniel W. Lynch of Washington, D. C., 
serve on the advisory committee along 
with the heads of the federal dental serv- 
ices. 

Under the plan the federal dental 
services will specify which parts of the 
Association’s scientific session must be 
attended by reservists wishing retirement 
credits. Additionally, the services may 
hold an administrative meeting imme- 
diately prior to the annual session. 


PENNSYLVANIA ACCEPTS 
NATIONAL BOARD SCORES 


The State Board of Dental Examiners of 
Pennsylvania has announced that the 
scores of the National Board examina- 
tions will be immediately effective in 
Pennsylvania after completion of the next 
tests, April 1 and 2. Heretofore, scores 
were acceptable only after a five year 
waiting period. 


A.D.A. THANKED FOR ITS DRIVE 
FOR FEDERAL RESEARCH FUNDS 


The National Advisory Dental Research 
Council, which approves grants for dental 
research awarded by the National Insti- 
tute of Dental Research, voted at its fall 
meeting to express thanks to the Ameri- 
can Dental Association for its activities 
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in obtaining federal funds for dental re- 
search. A resolution passed by the Coun- 
cil states: 

The National Advisory Dental Research 
Council in session on October 31, 1956, hereby 
records its genuine appreciation of the suc- 
cessful efforts of the American Dental Asso- 
ciation in seeking and securing greater recog- 
nition of the dental” health of the American 
people, and the means with which to advance 
the same through research. 


ASSOCIATION WELCOMES A.M.A. 
FLUORIDATION INVESTIGATION 


The American Dental Association, in a 
statement issued December 12 by its sec- 
retary, Harold Hillenbrand, termed the 
coming fluoridation study of the Ameri- 
can Medical Association “another im- 
portant means of reassuring the public 
regarding this health measure.” 

The fluoridation investigation, voted 
by A.M.A.’s House of Delegates in Seat- 
tle November 29, will be conducted by 
its Councils on Foods and Nutrition and 
on Pharmacy and Chemistry, the two 
councils which five years ago endorsed 
the dental health measure. The A.M.A.’s 
house of delegates also approved fluori- 
dation at that time. Results of the new 
study will be reported to the medical as- 
sociation’s house of delegates in Decem- 
ber of this year. 

Text of Dr. Hillenbrand’s statement 
follows: 


In the past ten years, more than 30,000,000 
Americans have availed themselves of the 
benefits of fluoridation of public water sup- 
plies as a means of reducing the incidence of 
dental decay. The scientific evidence of the 
safety and effectiveness of water fluoridation 
has continued to accumulate without con- 
tradiction. In spite of this evidence, some 
communities have been influenced to reject 
or postpone adoption of this important health 
measure. 

The American Dental Association, therefore, 
welcomes the action of the House of Delegates 
of the American Medical Association on No- 
vember 29, 1956, in directing its Councils 
on Pharmacy and Chemistry and on Foods 
and Nutrition to review again the accumulat- 
ing scientific evidence relating to the fluorida- 
tion of water supplies. This study will be an- 
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other important means of reassuring the pub- 
lic regarding this health measure. 

Water fluoridation has been thoroughly in- 
vestigated by many public and private scien- 
tific agencies. These investigations have been 
evaluated by the National Research Council 
of the National Academy of Sciences, Amer- 
ican Association for the Advancement of Sci- 
ence and several other pational groups con- 
cerned with health. 

Documentation of the voluminous scientific 
literature on water fluoridation by agencies of 
the American Medical Association will pro- 
vide not only an additional source of informa- 
tion readily available to the nation’s health 
workers and communities, but it will also pro- 
vide an additional authoritative answer to 
those who have advanced claims that con- 
trolled water fluoridation is unsafe. 


PASS 80 PER CENT MARK IN 
RELIEF FUND’S SECOND MONTH 


Contributions to the Golden Anniversary 
campaign of the American Dental Asso- 
ciation’s Relief Fund continued to pour 
in at a record speed to pass the 80 pe 
cent mark in the second month of the 
campaign. As of December 13, societies 
had paid in $81,487.50 towards the 
$100,000 goal. 

On December 9, the last date for 
which a breakdown of contributions was 
available, the larger societies led the 
smaller ones by two percentage points. 
Societies with quotas of $1,000 and up 
had contributed 75.3 per cent of quota; 
societies with quotas of under $1,000 had 
reached the 73.3 per cent mark. 

Ten societies and one federal service 
were paid in full. They were: Alabama, 
Alaska, Delaware, Hawaii, Nevada, New 
Mexico, North Dakota, Wyoming, Mary- 
land, Tennessee and the U.S. Public 
Health Service. 


MAP SUPPLEMENT SHOWS 
DISTRIBUTION OF DENTISTS 


Copies of a new publication, Map Sup- 
plement, Distribution of Dentists in the 
United States by State, Region, District 
and County, have been sent to ail junior 


and senior dental students who are mem- 
bers of the American Dental Association. 
the booklet, prepared by the Bureau of 
Economic Research and Statistics, con- 
tains a map of each state, showing the 
dentist-population ratio by counties and 
locations of the cities and towns. The 
Map Supplement is designed to help the 
dentist find regions which need his serv- 
ices. Single copies are available free of 
charge from the Bureau of Economic Re- 
search and Statistics at the Central Office. 

Also available from the Bureau is a list 
of its publications since 1949. 


FEBRUARY OPEN HOUSE MARKS 
FINISH OF OFFICE EXPANSION 


Completion of the one and a half million 
dollar expansion and remodeling of the 
Association’s Central Office will be 
marked with an open house February 
t-6. During the afternoons of those days, 
the Association will be host to all mem- 
bers of the profession who wish to visit 
the new building. Tours of the office are 
planned. Refreshments will be served. 

The open house dates coincide with 
those of the Chicago Dental Society’s 
midwinter meeting so as to make it pos- 
sible for a large number of dentists to 
visit the Association’s headquarters. 

Plans for the building were approved 
by the Board of Trustees in September 
1954, and demolition of a building to the 
west of the old structure was begun 
shortly thereafter to make room for As- 
sociation expansion. 

The six story addition is 25 feet wide 
and 125 feet deep, and remodeling has 
resulted in a near doubling of floor 
space. The old building, remodeled, has 
a common facade with the new unit. The 
structure is air conditioned, contains a 
new heating plant and modern lighting. 
Acoustical ceilings, plaster walls, asphalt 
tile floors and recessed fluorescent light- 
ing are features of the building. Modern 
decorator colors have been used through- 
out. 
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The American Dental Association will be host February 4-6 at an open house 
marking completion of the million and a half dollar expansion and remodeling 
of the Central Office. All members are invited to attend. 
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Above: Blue, white and black are 
predominant colors in the remod- 
eled lobby. Visitors find copies of 
Association publications in a car- 
peted section (not shown) fur- 
nished with deep couches and 
upholstered chairs. 


Center and below: The remod- 
eled board room can be divided 
with folding doors into three sec- 
tions. 
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Above: A small section of the ex- 
panded library of books, magazines, 
package libraries and audio-visual 
materials. 


Left: The employees’ new cafeteria 
has a stainless steel kitchen with elec- 
tric stoves and a dishwashing machine. 


The secretary's office, overlooking Superior St., is done in warm greys, tans and 
browns. Drapes in a beige and burnt orange design provide color. 
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DENTAL ABSTRACTS ONE YEAR 
OLD; FIRST INDEX READY 


January 1957 marks the start of the sec- 
ond year of publication for DENTAL AB- 
sTracts, the Association’s newest publi- 
cation. At the same time that the maga- 
zine was launched into its second year, 
an index of the first year’s 1,000 abstracts 
was prepared for subscribers. 

The index lists not only the articles ab- 
stracted and their authors but the names 
and addresses of the publications from 
which articles were culled. This listing 
makes it possible for the reader to cor- 
respond with the authors. An additional 
service provided by the Association in 
connection with the publication of DEN- 
TAL ABSTRACTS has been to keep on file 
for borrowing by readers the articles from 
which the abstracts were made. 

During the first year, DENTAL AB- 
sTRACTS selected articles from 350 den- 
tal and allied periodicals published in 
50 countries and 24 languages. Letters 
from readers indicate that the magazine 
has fulfilled its original purpose of pro- 
viding in short form for easy reading a 
survey of significant advances made in 
dentistry throughout the world. 

A subscription to DENTAL ABSTRACTS 
may be obtained from the Subscription 
Department at the Central Office. Do- 
mestic subscription for the monthly pub- 
lication is $6; subscription price abroad 


is $7. 


BEGIN DRIVE FOR ENACTMENT 
OF JENKINS-KEOGH PROPOSAL 


The American Dental Association’s Coun- 
cil on Legislation has begun its drive for 
enactment by Congress of legislation 
which would aid self-employed individu- 
als in establishing voluntary retirement 
programs. Known as the Jenkins-Keogh 
bill, this proposal would permit dentists, 
lawyers and other self-employed persons 
to deduct from yearly income a limited 
tax-free amount to be placed aside in a 
retirement fund. Taxes would be paid 


when the individual retired and began 
collecting his pension. 

The benefits of the Jenkins-Keogh plan 
were explained to constituent and com- 
ponent dental societies in a letter sent 
December 10 by J. Claude Earnest, chair- 
man of the Council on Legislation. Dr. 
Earnest informed the societies that the 
American Bar Association and the Amer- 
ican Medical Association were also seek- 
ing enactment of the measure. The 85th 
Congress starts its first session this month. 
The Council on Legislation will meet 
January 6 and 7 in Chicago to plan its 
program for the coming year. 


PUBLISH 1957 EDITION OF 
ACCEPTED DENTAL REMEDIES 


A new chapter on treatment of emergen- 
cies in the dental office and an expanded 
section on narcotic analgesics. are among 
the new features of the 1957 Accepted 
Dental Remedies, published by the Coun- 
cil on Dental Therapeutics. The 1957 
edition is the twenty-second published 
by the Council. 

The chapter on office emergencies 
covers such subjects as fainting, respira- 
tory and circulatory exigencies, reactions 
to local anesthetics and allergic reac- 
tions. Information has also been added 
on several of the newer antibiotic prepa- 
rations. Anesthetics, dentifrices, nutrition, 
treatment of poisoning, disinfection and 
sterilization are among other subjects 
covered in the 1957 edition. 

For the first time, products classified 
by the Council in Group B (reasonable 
evidence to indicate safety and probable 
usefulness) are listed in the index to 
products not included in ADR. Products 
in Groups C and D have previously been 
listed in this index. The book now in- 
cludes information on all products which 
have been reviewed by the Council. 

Copies of ADR 1957 are available for 
$2 from the Order Department at the 
Central Office, 222 E. Superior St., Chi- 
cago 11. 


5 

he. 
| 

pa 


EDUCATION COUNCIL APPROVES 
LICENSURE CONGRESS AGENDA 


The two major topics to be discussed at 
the Thirteenth Congress on Dental Edu- 
cation and Licensure sponsored by the 
Council on Dental Education are sources 
of financial aid to dental education 
and methods for achieving greater co- 
operation between state dental socie- 
ties, dental examining boards and den- 
tal schools. The Congress is February 
2 at the Conrad Hilton Hotel in Chi- 
cago. Carl A. Laughlin of Clarksburg, 
W. Va., Council chairman, will serve as 
moderator. Plans for the Congress were 
laid at the Council’s December 4-6 meet- 
ing in the Central Office. 

In additional actions, the Council ap- 
proved six more residency and seven in- 
ternship programs in ten hospitals. There 
are now 158 approved internships and 
99 approved residencies in 186 hospitals. 
The Council also prepared a statement 
of policies and procedures for the inspec- 
tion of these hospital training programs. 

Two schools, previously approved, had 
this status continued after inspection by 
the Education Council. They are the 
School of Dentistry, University of Buf- 
falo, and Tufts University School of 
Dental Medicine in Boston. 

The Council also voted to commend 
the American Dental Hygienists’ Associa- 
tion and the dental hygiene schools for 
developing a pilot aptitude testing pro- 
gram for prospective dental hygiene stu- 
dents. It is expected that the testing pro- 
gram will be used for the admission of 
applicants to 1958 freshman dental hy- 
giene classes. 


TV SPOTS ADAPTED FOR USE 
IN DENTAL HEALTH WEEK 


Three television spot announcements pre- 
pared by the American Dental Associa- 
tion have been adapted for use during 
National Children’s Dental Health Week. 
A new sound track ties the dental health 
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message to the celebration of the annual 
health event. 

The 20 second spots, identified to the 
viewer as “a public service message from 
your dental society,” are entitled ““Tooth- 
brushing,” “Food and Dental Health,” 
and “Early Dental Care.” 

They are suitable for use by local TV 
stations both for current and future cele- 
brations of Natienal Children’s Dental 
Health Week as they carry no date. 

The spot announcements may be ob- 
tained from the Order Department for 
$15 a set or $6 a single announcement. 
Societies have been urged to order early 
so that they may be sure of obtaining 
the sets. 


APPLE ASSOCIATION HAS 
DENTAL HEALTH POSTER 


National Children’s Dental Health Week 
received an assist this month with the 
announcement by the International Ap- 
ple Association of the availability of a 
poster for use by dental societies mark- 
ing the health event. 

The four color poster, showing a 
smiling child holding a toothbrush, car- 
ries the message, “Enjoy Dental Health 
... brush teeth, enjoy crisp fresh fruit.” 
The poster has been approved by the 
American Dental Association. 

Copies of the poster are available free 
of charge from the International Apple 
Association, 1302 Eighteenth St.. N.W.., 
Washington, D.C. 


Susscripts * The American Dental As- 
sociation Council on Dental Research in 
December reaffirmed its position that 
the use of ultrasonics in cavity prepara- 
tion and of ultrasonic therapy in treat- 
ing oral disease is still in the experimental 
stage. . . . The Bureau of Library and 
Indexing Service announces that the Jn- 
dex to the Journal of the American Den- 
tal Association may be obtained from the 
Subscription Department. . . . All dental 
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health films of the Film Library have been 
reserved for use in National Children’s 
Dental Health Week. Therefore, requests 
for January showing cannot be met... . 
“Winky the Watchman,” a film popular 
for use during the health week, is now 
available from N A C Productions, 1401 
Lucile Ave., Los Angeles 26. . . . THE 
JOURNAL erred in a December news story 
on the American Association for the Ad- 
vancement of Science. Secretary of the 
dentistry section is Russell W. Bunting 
of Ann Arbor, Mich. . . . The first ab- 
stract on page 762, December issue, 
should have been entitled “The Effects 
of Single Injections of Soluble Compo- 
nents of ‘Fusospirochetal’ Materials in Ex- 
perimental Animals,’ by Hunter and 


MacDonald. 


Dental Societies 


BENJAMIN SPOCK TO SPEAK ON 
CLEVELAND HEALTH DAY 


Benjamin Spock, M.D., world-renowned 
pediatrician and author on child care 
and development, will be the evening 
speaker at the Cleveland Dental Socie- 
ty’s Children’s Dental Health Day cele- 
bration February 4. Dr. Spock’s subject 
will be child behavior problems. 

An all-day scientific program will have 
as featured essayists William E. Brown, 
associate professor of dentistry (pedo- 
dontics), School of Dentistry, University 
of Michigan, who speaks on diagnosis and 
treatment planning, and James H. Shaw, 
Ph.D., associate professor of biological 
chemistry, Harvard School of Dental 
Medicine. Dr. Shaw’s topics will be the 
relation of nutrition to dental health and 
practical nutrition for dental patients. 

A pioneer member of the Cleveland 
Dental Society, Chester J. Schultz, will 
be honored at the dental health day 
luncheon. Dr. Schultz is to be cited for 
service in dentistry for children. 


CHICAGO MIDWINTER MEETING 
GUEST IS FAMED PHYSICIST 


Hubert N. Alyea, Ph.D., of Princeton 
University, world renowned physicist and 
lecturer, will speak on the peaceful use 
of atomic energy at the first general ses- 
sion of the Chicago Dental Society’s 
Midwinter Meeting which will be held 
February 3-6 in the Conrad Hilton Hotel, 
Chicago. Among other guests will be 
Harry Lyons, president of the American 
Dental Association, and Edward Luebke, 
president of the Chicago Dental Society. 

The scientific program will include 50 
essays, 133 sessions of limited attendance 
clinics and 121 table clinics. In addition, 
there will be projected clinics, motion 
pictures and scientific and commercial 
exhibits. A social program also is planned. 

The Midwinter Meeting general chair- 
man is Robert Kreiner. 

Meetings scheduled in conjunction with 
that of the Chicago Dental Society in- 
clude the Illinois section of the Ameri- 
can College of Dentists, February 3, and 
the Northwestern University Alumni 
Association, February 6. 


NEW YORK SOCIETY SPONSORS 
HEALTH SCIENCES WORKSHOP 


The health sciences for the dentist of 
tomorrow is the theme of the second 
workshop in a series of three sponsored 
by the Henry Spenadel Fund for the Ad- 
vancement of Education in Dentistry, a 
Fund administered by the First District 
Dental Society. Date of the workshop is 
April 12 at the Hotel Statler in New 
York City. 

Panelists taking part in the workshop 
will be Dean Clemens V. Rault of the 
School of Dentistry, Georgetown Univer- 
sity; Samuel A. Isaacson, member of the 
New York state board of dental ex- 
aminers; Dean Merritte M. Maxwell, 
College of Dentistry, Seton Hall College 
of Medicine and Dentistry, and Matthew 
Besdine, dental division of Bellevue 
Medical Center. The panelists will dis- 


cuss present dental curriculum in rela- 
tion to trends in preventive dentistry. 
Alfred J. Asgis directs the workshop. 


LIST CLINICIANS FOR 
PUERTO RICAN MEETING 


Nine prominent dentists will serve as 
clinicians for the January 24-26 meeting 
of the Colegio de Cirujanos Dentistas de 
Puerto Rico to be held in San Juan. They 
are: Woodson T. Birthright of Washing- 
ton, D.C.; Harold K. Addelston of New 
York; Harry Sicher of Loyola University 
in Chicago; Eugene R. Westcott, of At- 
lantic City, N. J., American Dental Asso- 
ciation first vice-president; Edward A. 
Cheney of Lansing, Mich.; Maurice J. 
Saklad of New York; Edward R. White 
of Jersey City, Fourth District Trustee; 
A. Raymond Baralt, dean of the Puerto 
Rico Dental School, and Edward C. 
Dobbs of Baltimore. An extensive social 
program is planned also. 


THREE SOCIETIES JOIN 
COMMITTEE ON HEALTH CARE 


The Maryland, Delaware and District of 
Columbia dental societies have become 
members of the Joint Committee on Den- 
tal Health Care, according to John G. 
Carr, N.J., committee secretary. The 
Joint Committee, established in April 
1955, is the mechanism by which profes- 
sional guidance may be provided for 
multi-state dental health care programs. 
Charter members are the state societies of 
New Jersey, New York and Pennsylvania. 


ST. LOUIS COMPLETES 
CENTENNIAL CELEBRATION 


A year-long commemoration of the first 
100 years of the St. Louis Dental Society 
was climaxed November 25-28 by the 
Fifteenth Mid-Continent Dental Con- 
gress held at the Sheraton-Jefferson 
Hotel in St. Louis. 
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The final event, last in a series of four 
major meetings, broke all attendance rec- 
ords for the society. More than 3,000 
persons registered for the full program 
of essays, clinics, motion pictures and 
social events. Plaques and scrolls were 
presented from some 11 state and city 
dental societies. Leading figures in or- 
ganized dentistry from across the coun- 
try and representatives of civic organiza- 
tions attended. The society presented 
centennial awards for outstanding con- 
tributions to dentistry to five individuals 
and three dental schools. 

Awards to individuals were to Otto 
W. Brandhorst, St. Louis, a past presi- 
dent of the American Dental Associa- 
tion and secretary of the American Col- 
lege of Dentists; Val H. Frederich, St. 
Louis, secretary-treasurer of the St. 
Louis Dental Society for 26 years; Harry 
Lyons, Richmond, Va., president of the 
American Dental Association; Harold 
Hillenbrand, Chicago, American Dental 
Association secretary, Lee Roy Main, St. 
Louis, dean of St. Louis University 
School of Dentistry. 


Harry Lyons (left), president of the American 
Dental Association, presents awards for smiles 
to contest winners at the St. Louis Dental So- 
ciety's centennial celebration last November. 
Front row smiles belong to John A. O'Brien, 9, 
and Toby Coffman, 10; back row smiles to Cath- 
erine McWilliams, 14, and Sherman Landau, II, 
16. 
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PROPER DIET 


OF 


CHILDRENS TEETH 


Officers of the St. Louis Dental Society, which completed celebration of its 
centennial in November, are (|. to r.): Phil G. Vierheller, third vice-president: 
John M. Marre, first vice-president; Pau! Eberling, president; Val H. Frederich, 
secretary-treasurer, and Otto J. Dick, second vice-president. 


Schools cited were the University of 
Kansas City School of Dentistry, Kan- 
sas City, Mo.; St. Louis University 
School of Dentistry, St. Louis, and Wash- 
ington University School of Dentistry, 
St. Louis. 


WEST COAST CONFERENCE 
BLENDS VACATION, EDUCATION 


The tenth Triennial Pacific Coast Dental 
Conference, to be held in San Diego 
August 19-22, will combine a scientific 
program with vacation attractions, ac- 
cording to C. W. Gilman, conference 
secretary. The Southern California State 
Dental Association is host to the Con- 
ference. 

Dr. Gilman reports that some of the 
nation’s foremost clinicians will appear 
on the scientific program. The scientific 
sessions will be held on the four mornings 
of the conference, and the afternoons 
will be free for vacation events. Tours to 
San Diego Zoo, to Tijuana, colorful 
Mexican city, and boat excursions on San 
Diego Bay are among the affairs planned. 
Requests for reservations may be ad- 
dressed to Dr. Gilman, 219 E. 8th St., 
National City, Calif. 


Research 


USPHS ANNOUNCES $269,809 
IN TRAINING GRANTS 


Grants for the training of researchers to- 
taling $269,809 have been awarded by 
the U.S. Public Health Service to nine 
dental schools and research centers. 

The institutions receiving awards are: 
the School of Dentistry, University of 
Pennsylvania, in Philadelphia; Eastman 
Dental Dispensary, Rochester, N. Y.; 
College of Dentistry, Ohio State Univer- 
sity, Columbus; School of Dentistry, Uni- 
versity of Minnesota, Minneapolis; 
School of Dentistry, University of Ala- 
bama, Birmingham; School of Dentistry, 
Medical College of Virginia; School of 
Dentistry, Emory University, Atlanta; 
School of Dentistry, Indiana University, 
Indianapolis, and the Dental School, 
Northwestern University, Chicago. 

Some $500,000 is available for train- 
ing of researchers as part of the funds 
appropriated for dental research by Con- 
gress last year. 

The National Advisory Dental Re- 
search Committee, which recommends 


the grants to the USPHS Surgeon Gen- 


4 
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eral, at its last meeting deferred con- 
sideration of additional applications in 
order to permit the schools to furnish ad- 
ditional information in support of their 
requests for grants. 

In an additional action, the Commit- 
tee allocated $25,000 for a general train- 
ing program in epidemiology and biom- 
etry. No awards have yet been made from 
this fund. 


RESEARCH CONSTRUCTION 

GRANTS AWARDED SIX SCHOOLS 
Funds for the construction of dental re- 
search facilities at six dental schools were 
approved December 13 by Leroy E. Bur- 
ney, surgeon general of the U.S. Public 
Health Service. The grants had been pre- 
viously recommended by the Health Re- 
search Facilities Advisory Council, whose 
dental member is Paul Kitchin, professor 
of dental histology and embryology at the 
School of Dentistry, Ohio State Univer- 
sity. 

The schools which received grants 
were Ohio State University College of 
Dentistry, in Columbus, $290,000 for con- 
struction of a dental research laboratory 
to be added to an existing building; 
School of Dentistry, University of Penn- 
sylvania, in Philadelphia, $150,000 to 
provide renovation of the top floor of 
an existing building and for construction 
of a new building of basement and two 
floors, the latter construction to be used 
primarily as an animal care facility, and 
the University of Kansas City School of 
Dentistry in Kansas City, Mo., $49,975 
for completion of a fourth floor of an 
existing dental building. 

Other schools receiving grants are the 
School of Dentistry, Indiana University, 
in Indianapolis, $127,283 to assist in pro- 
viding laboratories in a new five story 
and basement wing in the dental build- 
ing; College of Dentistry, University of 
Illinois, in Chicago, $26,250 to remodel 
the tenth floor of an existing research 


building, and the College of Dentistry, 
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State University of lowa, in lowa City, 
$122,500 for a new two story dental re- 
search building. 

The schools must match funds received 
from the federal government. The awards 
were made under a program enacted last 
year by Congress which provides $30,- 
000,000 each year for three years for re- 
search construction purposes. 

The Health Research Facilities Ad- 
visory Council meets again March 18 to 
20 to consider additional applications. 
Deadline for submitting applications is 
February 1. Necessary forms may be ob- 
tained from the Health Research Facili- 
ties Branch, U.S. Public Health Service, 
National Institutes of Health, Bethesda 
14, Md. 


Dental Education 


WILLIAM SCHOEN APPOINTED 
DEAN AT LOYOLA 


William P. Schoen of Chicago, head of 
the department of dental materials at 
the Chicago College of Dental Surgery, 
Loyola University, was named dean of 
the College December 24. 

Dr. Schoen, a graduate of Loyola, has 
been teaching at his alma mater since 
1930. Additionally, he has been a mem- 
ber of the dental school’s executive com- 
mittee. 

He is author of the dental materials 
laboratory manual used at the school and 
has been editor of the Illinois Dental 
Journal since 1942. Dr. Schoen is a mem- 
ber of the Chicago and Illinois dental 
societies. At present, he is a councilman 
for the state organization. 

He was president of the American 
Association of Dental Editors in 1950-51. 
He is a member of the International As- 
sociation for Dental Research. Dr. Schoen 
is a member of the oral surgery staff at 
St. Francis Hospital. 
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COMMISSION SET UP TO STUDY 
SOUTH’S DENTAL EDUCATION 


A commission composed of 15 dental and 
medical leaders in southern education, 
under the chairmanship of Russell Poor, 
Ph.D., provost of the University of Flo- 
rida Health Center in Gainesville, will 
study the South’s need for additional den- 
tal manpower and expanded educational 
facilities. 

The commission was established at a 
meeting in Atlanta, Ga., November 29 
and 30. Harry Lyons, American Dental 
Association president and dean of the 
Dental School, Medical College of Vir- 
ginia, is among the dental members of 
the commission. 

The year-long study is under the direc- 
tion of the Division of Dental Resources 
of the U. S. Public Health Service and 
the Southern Regional Education Board. 
It will be financed in part by the Board 
and in part by a $10,000 grant from the 
W. K. Kellogg Foundation. 

The study will be under the direction 
of John E. Ivy, Jr., Ph.D., director of 
the Board, and Mr. William J. McGloth- 
lin, associate director for regional pro- 
grams. The commission is similar to the 
Western Interstate Commission for 
Higher Education which recently issued 
a report on the needs and resources of 
the West. 


SCHOOLS’ MEETING TO STRESS 
SCIENCE OF TEACHING 


The principles of education as well as 
technics and problems of teaching spe- 
cific dental subjects will be emphasized 
at the March 24-27 meeting of the Amer- 
ican Association of Dental Schools in 
Atlantic City, N.J. The schools’ group 
will discuss principles of education and 
admission testing at its general sessions 
and, in a series of conferences, will deal 
with the teaching of such subjects as 
bacteriology, gross anatomy, histology, 
oral diagnosis, dental materials and pub- 


lic health dentistry. A total of 12 such 
conferences are scheduled. 

Additionally, there will be a confer- 
ence on matriculation and _preprofes- 
sional requirements and one on dental 
hygiene education. 

The conferences are expected to de- 
velop recommendations on the integra- 
tion of various subjects in the curricu- 
lum, preparation of teachers, use of teach- 
ing aids, course content and evaluation 
of student achievement. 

Lee Roy Main, dean of the School of 
Dentistry, St. Louis University, is AADS 
president. Additional information on the 
meeting may be obtained from Marion 
W. McCrea, AADS secretary-treasurer, 
Dental School, University of Maryland, 
Baltimore 1. 


FELLOWSHIPS IN PEDODONTICS 
OFFERED BY MOTT FOUNDATION 


Two fellowships for graduate study in 
dentistry for children are offered by the 
Charles Stewart Mott Foundation of 
Flint, Mich. The fellowships provide for 

7 months of formal study at the W. K. 
Kellogg Foundation Institute of Gradu- 
ate and Postgraduate Dentistry at the 
University of Michigan and for a year of 
clinical experience at the Children’s 
Clinic of the Mott Foundation’s Chil- 
dren’s Health Center, Hurley Hospital, 
Flint. 

A living stipend of $150 a month, tui- 
tion paid for three semesters and one 
summer session are provided during for- 
mal study. Stipend for the year at the 
children’s clinic is $4,400. During this 
year it is possible to complete a program 
of research and prepare a thesis to qualify 
a candidate for the Master of Science de- 
gree in dentistry for children. 

Candidates for the fellowships, which 
begin in September, will be chosen in 
May. Interested persons may write Ken- 
neth A. Easlick, professor of dentistry, 
School of Dentistry, University of Michi- 
gan, in Ann Arbor. 
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HARVARD ANNOUNCES 1957 
PUBLIC HEALTH SCHOLARSHIPS 


Scholarships for postgraduate education 
in public health or in one of the basic 
sciences related to public health are being 
offered by the Harvard University School 
of Public Health in Boston for the 1957-58 
academic year. Awards will range from 
part tuition to tuition plus stipend. Appli- 
cations must be completed by March 1, 
and awards will be announced in May. 


E. J. FORREST NAMED ILLINOIS 
ASSISTANT DENTAL DEAN 


Edward J., Forrest, 38, has been ap- 
pointed assistant dean of the College of 
Dentistry and associate professor of or- 
thodontics at the Illinois University Col- 
lege of Dentistry. Dr. Forrest’s appoint- 
ment was effective January 1. 

Prior to accepting the new post, Dr. 
Forrest was director of graduate educa- 
tion, associate professor of orthodontics 
and director of the department of gradu- 
ate orthodontics at the University of 
Pittsburgh Schools of the Health Profes- 
sions. He is a native of Reynoldsville, Pa., 
and received his college and professional 
education at the University of Pittsburgh. 

Dr. Forrest had taught at the Pitts- 
burgh school since 1951. 


SCHOOLS PROVIDE VARIETY OF 
WINTER AND SPRING PROGRAMS 


Alabama * Three March refresher courses 
announced by the University of Alabama 
School of Dentistry in Birmingham are: insur- 
ance, investment and estate planning March 
2 and 3; income tax guidance, March 14, and 
periodontology, March 23-25. The first course 
will be taught by A. Key Foster, Carl P. Heart- 
burg and Plato Britton, of the Trust Depart- 
ment of the First National Bank of Birming- 
ham. Instructor for the income tax guidance 
course is S. Grady Fullerton, a tax expert 
specializing in medical and dental problems. 
William McIntosh, associate professor of per- 
iodontology on the Dental Faculty, University 
of Toronto, teaches the course in periodontol- 
ogy. 
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California *« The University of California 
School of Dentistry in San Francisco an- 
nounces a course in oral roentgenology Feb- 
ruary 22-24 and one in occlusion, March 1 
and 2. The February course will be taught 
by Gordon M. Fitzgerald and Theodore S. 
Grant. Bernard Jankelson will teach the March 
course. 


Illinois * A one day televised course on endo- 
dontic pitfalls and how to avoid them will be 
sponsored February 1 by the University of 
Illinois College of Dentistry in Chicago. 
Faculty is Ralph F. Sommer, Floyd D. 
Ostrander and Prof. Mary C. Crowley. Those 
who register may include with their applica- 
tions a particular problem which they would 
like to have discussed during the telecast. 


Minnesota * A panel of seven will discuss 
periodontal problems in a symposium spon- 
sored by the University of Minnesota in Minne- 
apolis March 30. The clinical symptoms, histo- 
pathology, physiology and treatment of lesions 
of the gingiva and oral mucous membrane will 
be presented. 

Panelists are Col. Joseph L. Bernier, Armed 
Forces Institute of Pathology; Hans Miihle- 
mann, professor of dentistry from the Univer- 
sity of Zurich in Switzerland; Stephen Roth- 
man, head of the department of dermatology, 
University of Chicago; and Robert Gorlin, 
Henry Michelson, Ervin M. Schaffer and Hel- 
mut A. Zander, faculty members of the Uni- 
versity of Minnesota. 


Northwestern * Pedodontics, endodontics and 
cephalometric roentgenology will be taught 
during February at Northwestern University 
Dental School in Chicago. The pedodontics 
course, offered February 7 and 8, is designed 
for the general practitioner. Endodontics, 
February 25-27, will deal with diagnosis, treat- 
ment and the proper use of drugs. The Feb- 
ruary 25-27 course in cephalometric roent- 
genology is limited to orthodontists. 


Pittsburgh * The graduate school of the Uni- 
versity of Pittsburgh in Pittsburgh is accepting 
applications for graduate study in orthodon- 
tics, oral surgery, pedodontics, periodontics, 
prosthodontics and anesthesia beginning with 
school registration in 1957. Selection of appli- 
cants will be made in early March. 


Seton Hall + A four day postgraduate course 
in orthodontics will be given by Harry L. Bull 
and associates June 16-19 at Seton Hall Col- 


| 
. 
wey 
4 
a 
f 


104 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


lege of Medicine and Dentistry in Jersey City 
The course will cover the edgewise technic as 
applied to patients who require the removal 
of teeth. Applications will be screened to limit 
enrollment to qualified students. Information 
on the course may be obtained from the office 
of the dean. 


Temple + Temple University School of Den- 
tistry in Philadelphia announces a postgrad- 
uate course in periodontics March 4-16. Jacoby 
Rothner and staff will teach. Enrollment is 
limited to 12. 


Tufts + Six postgraduate courses have been 
scheduled for March through June by Tufts 
University School of Dental Medicine in Bos- 
ton. March courses are a participation course 
in crown and bridge prosthesis, March 6, 7, 13, 
14, 20, 27, and clinicai endodontics, March 
25-29. In April, diagnosis and treatment of 
temporomandibular joint disturbances will be 
given April 3-5, and a participation course in 
periodontology is offered April 8-12. June 5-7 
are the dates of a course in occlusal equilibra- 
tion in children and young adults. Clinical den- 
tistry for children is offered June 18-20. 


International 


M. K. PATEL, INDIAN DENTAL 
LEADER, DIES AT 58 


Mansookh Kallianji Patel, Indian dental 
educator and editor of the Indian Dental 
Review, died November 2 at the age of 
58. 


M. K, Patel 


Dr. Patel received his D.D.S. degree 
from the University of Pennsylvania in 
1923 and his D.M.D. degree from the 
University of Rostock, Germany, in 1924. 
After graduation, he returned to Karachi 
to teach dentistry and to found the Col- 
lege of Dentistry in Karachi, Western 
India’s first dental school. His Indian 
Dental Review, first published in 1927, 
was Western India’s first dental journal. 

In 1947, with the partition of India, 


Dr. Patel moved to Bombay, and the 
school at Karachi was closed. 

In Bombay, his teaching career was 
continued at the Topiwala National 
Medical College and at Nair Hospital 
Dental College. Additionally, he was ex- 
aminer for the B.D.S. degree at the Uni- 
versity of Bombay and at the College of 
Physicians and Surgeons. 

Dr. Patel was president of the All 
India Dental Association in 1951 and 
1953 and vice-president of the Bombay 
State Dental Council. He was also a 
member of the Dental Council of India 
in New Delhi. 


FRENCH DENTAL MEETINGS 
CALLED FOR PARIS IN APRIL 


The international Odontology Week will 
be held April 11-17 in Paris, France. The 
International Dental Congress of Paris 
will be held at the same time as will 
meetings of other French dental groups. 
The 63rd International Dental Congress 
is sponsored by the Association of Inde- 
pendent Surgeon-Dentists and the Paris 
Society of Dental-Surgery and Stoma- 
tology. Information on all the April meet- 
ings may be obtained from the Semaine 
Odontologique, 31 rue Tronchet, Paris 8. 
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Rio Yamauchi of Tokyo (left) discusses the April 
27-29 meeting of the Japan Dental Association 
with Harold Hillenbrand, secretary of the Ameri- 
can Dental Association. Dr. Yamauchi visited the 
American organization's headquarters to discuss 
the April meeting in whose scientific session 
United States dentists are expected to play an 
important part. 


SPECIAL TOURS PLANNED FOR 
F.D.I. CONGRESS PARTICIPANTS 


Several special tours to Europe for U.S. 
dentists are being planned for the late 


Public 


COURT ORDERS ADVERTISING 
LABS TO STOP ILLEGAL ACTS 


A lawsuit started more than six years ago 
by the Chicago Dental Society against 
illegally advertising dental laboratories 
came to a successful conclusion Decem- 
ber 18 with the issuing of cease and de- 
sist orders against the firms. 

The decree was signed by Judge Abra- 
ham Marovitz of the Superior Court of 
Cook County. His action followed refusal 
of the United States Supreme Court to 
hear an appeal by the 24 laboratories who 
sought overturn of a ruling against them 
by the Illinois Supreme Court. 

Meanwhile, Reuben H. Donnelley 
Corporation, publisher of the Chicago 


summer in conjunction with the Twelfth 
International Dental Congress in Rome, 
Italy, September 7-14. Tours range in 
length from three to nine weeks. 

Among those sponsoring these tours 
are the Carrick Travel Bureau, Oberlin 
Bank Building, Oberlin, Ohio, and the 
Howard Tours, Inc., 578 Grand Ave., 
Oakland 10, Calif. 

Obed H. Moen, F.D.1. treasurer for 
the United States, announces that enroll- 
ment forms for the Congress are avail- 
able from him at 6 Main St., Watertown, 
Wis., or from Harold Hillenbrand, Amer- 
ican Dental Association secretary, at the 
Central Office. 

Enrollment forms when completed, in- 
cluding the hotel reservations form, 
should be sent direct to Pio Lalli, Via 
Boezio 16, Rome, Dr. Moen states. Den- 
tists who register for the Congress will 
receive a certificate card from the Rome 
committee designating the reservations 
made for them. Several hundred Ameri- 
can dentists are expected to attend the 
world meeting. 


Health 


classified phone book, limited the size of 
advertisements by dental laboratories in 
the 1957 Red Book to one column, two 
inches. The advertisements carry the line 
“For the Dental Profession Only.” 


CINCINNATI SEEKS DENTAL 
HYGIENE COORDINATOR 


A position is open for Cincinnati coordi- 
nator of dental hygiene services. The co- 
ordinator, who works jointly for the 
Cincinnati Health Department, Hamil- 
ton County Health Department and the 
Cincinnati Public Schools, will supervise 
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clinics operated by these departments as 
well as coordinate the community dental 
health program. A program to meet the 
dental health needs of children is to be 
developed. 

The salary range is $10,000 to $12,000. 
An applicant must have a master’s de- 
gree in public health and be licensed to 
practice dentistry in Ohio. Experience 
as a practicing dentist and administrator 
in public health is required also. Addi- 
tional information may be obtained from 
Wendell H. Pierce, assistant superin- 
tendent, Department of Personnel Serv- 
ices, Cincinnati Public Schools, 608 E. 
McMillan St., Cincinnati 6. 


JOHN STONE BECOMES TEXAS 
DENTAL DIRECTOR FEBRUARY 1 


John W. Stone of Lansing, Mich., will 
become Texas state dental director Feb- 
ruary | to fill the vacancy created by 
the recent death of Frank P. Bertram. 
Dr. Stone comes to his new post from 
the dental division of the Michigan De- 
partment of Health. 

Previously, he was supervisor of pub- 
lic health dentistry in Mississippi and 
prior to that was staff dentist at the Oak- 
land County Tuberculosis Sanatorium 
in Pontiac, Mich. 

Dr. Stone received his D.D.S. degree 
from the College of Dentistry, Univer- 
sity of Tennessee, and his M.P.H. degree 
from the School of Public Health, Uni- 
versity of Michigan. 


APHA MEETING HEARS NEW 
EVIDENCE OF FLUORIDE VALUE 


Further evidence to show that fluorida- 
tion is effective in reducing tooth decay in 
children who start drinking fluoridated 
water after their permanent teeth have 
formed was presented in November to 
the annual meeting of the American Pub- 
lic Health Association. The APHA met 
in Atlantic City, N.J., and installed its 


first dentist-president, John W. Knutson, 
chief dental officer of the U. S. Public 
Health Service. 

In the fluoridation report, presented 
by staff members of the National Insti- 
tute of Dental Research, F. A. Arnold, 
Jr., director, stated that “sound scien- 
tific evidence shows that beneficial results 
[of fluoridation] are not confined solely 
to those born subsequent to the inaugura- 
tion of fluoridation.” 

Dr. Arnold said that examination of 16 
year olds in Grand Rapids, Mich., who 
were five years old when fluoridation be- 
gan, showed a 25 per cent reduction in 
tooth decay. Another panelist, A. L. Rus- 
sell, reported that a study of 20,000 per- 
sons ranging in age from seven to 78 
years demonstrated that fluoridation is 
not a causative factor in periodontal 
disease. 

Resolutious passed by the APHA re- 
affirmed its support of fluoridation and 
urged federal grants earmarked specifi- 
cally for state dental health programs. 


FLUORIDATION WINS IN 
NORTH CAROLINA REFERENDUM 


By a margin of four to three, voters in 
Raleigh, N. C., approved fluoridation of 
the city’s water supply. Raleigh’s city 
council last March adopted an ordinance 
to begin the health procedure, but op- 
ponents forced the issue to a referen- 
dum. Voters upheld the city council 
4,012 to 3,241 (unofficial returns). Ra- 
leigh has a population of 65,679. Some 
22 communities in the state now have 
fiuoridation. 


FEBRUARY 15 IS SIGN UP DATE 
FOR USPHS EXAMINATION 


Persons wishing to take the next examina- 
tion for appointment as dental officers 
in the U. S. Public Health Service must 
apply by February 15, the USPHS has 
announced. The examination will be 
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March 26-29 in a number of locations 
throughout the country. Salary in the 
lowest grade is $6,929. Applications 
should be sent to the Surgeon General, 
USPHS, Washington 25, D. C. 


National Defense 


NAVY ACCORDS REAR ADMIRAL 
RANK TO W. H. CHRISTENSEN 


Capt. William Harold Christensen of 
Bremerton, Wash., has been appointed 
rear admiral in the U.S. Naval Reserve 
Dental Corps. The appointment was an- 
nounced by the Navy in late November. 
Admiral Christensen, who fills the va- 
cancy created by the retirement of Rear 
Admiral C. Raymond Wells, is one of 
the two rear admirals allowed to the Re- 
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serve Dental Corps. The other is Rear 
Admiral George C. Paffenbarger, senior 
research associate of the American Dental 
Association’s research division at the Na- 
tional Bureau of Standards. 

Admiral Christensen served in World 
Wars I and II and attained the rank of 
captain on release from active duty in 
1946. He is a member of the American 
Dental Association’s Council on Federal 
Dental Services and oral surgery con- 
sultant at the U. S. Naval Hospital in 
Bremerton, Wash. 


DECORATE AIR FORCE OFFICER 
FOR WORK ON FLUORIDATION 


Col. Carlos F. Schuessler, staff dental sur- 
geon for the Strategic Air Command’s 
Second Air Force, has been awarded the 
Commendation Ribbon for his work in 
bringing about fluoridation of water sup- 


Honored guests at the graduating exercises of the Postgraduate School of 
Walter Reed Army Medica! Center in Washington, D.C., November 20 were 
(|. to r.): Maj. Gen. Walter D. Love (retired), formerly chief of the Army 
Dental Division; C. Willard Camalier, past president and currently assistant 
secretary of the American Dental Association; Maj. Gen. Oscar P. Snyder, 
retiring chief of the Army Dental Division, and Harry Lyons, president of the 
American Dental Association. They stand in front of the oi! portrait of General 
Snyder which will hang in Walter Reed's library. 
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plies at Air Force installations. The cere- 
mony took place recently at Barksdale 
Air Force Base, where the Colonel is now 
stationed. 

Colonel Schuessler’s efforts led to the 
adoption of the dental health procedure 
at Ramey Air Force Base in Puerto Rico, 
the first fluoridation project to be estab- 
lished at any Armed Forces base. The 
recently completed installation at Barks- 
dale also is the result of his work. 


C. F. Schuessler 


General 


TESTIMONIAL FOR ISAAC 
SCHOUR AIDS ISRAEL SCHOOL 


Isaac Schour, dean of the University of 
Illinois College of Dentistry and noted 
teacher in the biological sciences, will be 
honored at a testimonial dinner in the 
Gold Coast Room of the Drake Hotel 
in Chicago February 3. The dinner, 
which immediately precedes the Chicago 
Dental Society’s Mid-Winter meeting, is 
being given by Alpha Omega fraternity. 
The testimonial to Dr. Schour is being 
presented for the establishment of a den- 
tal research laboratory in the dental 
school of the Hebrew University in Jeru- 
salem, Israel’s only dental school. Dr. 
Schour helped develop the school’s four 
year program. 

In addition to being dean of the IIli- 
nois College, Dr. Schour is head of the 
department of oral histology. He has con- 
tributed more than 200 papers to leading 
scientific publications and is author and 
coauthor of several textbooks. 

He has served as president of the Inter- 
national Association for Dental Research 
and as secretary of the dental subsection 
of the American Association for the Ad- 
vancement of Science. Additionally, he 
was field representative from the Uni- 
tarian Service Committee on Dental Mis- 


sion to Israel in 1952 and dental consult- 
ant for the Ministry of Health in Israel. 
Dr. Schour holds the D.D.S., M.S. and 
Ph.D. degrees. 


NEW JERSEY ALUMNI GROUP 
HONORS DEAN FRANK HOUGHTON 


Frank J. Houghton, dean of the School 
of Dentistry, Loyola University in New 
Orleans, was honored November 17 by 
the New Jersey Alumni Association of the 
Baltimore College of Dental Surgery. 
Dr. Houghton received his dental educa- 
tion at the Baltimore school and prac- 
ticed in New Jersey for many years. It 
was the first time that the New Jersey 
alumni had presented such an award. 

Dr. Houghton was honored for his 
“many years of unselfish service to the 
dental profession” and for his “devoted 
efforts” in behalf of the alumni. 

Dr. Houghton practiced dentistry in 
Jersey City from his graduation in 1917 
to 1951, the year of his appointment as 
dental dean. He was head of the dental 
department at the Jersey City Medical 
Center from 1925 to 1951. For 20 years 
he was a member of the Board of Edu- 
cation in the Jersey City Department of 
Oral Hygiene. 
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JOHN MACDONALD NAMED 
DIRECTOR AT FORSYTH 


John B. Macdonald, chairman of the di- 
vision of dental research and professor of 
bacteriology in the Faculty of Dentistry, 
University of Toronto, has been named 
director of the Forsyth Dental Infirmary 
for Children. Dr. Macdonald also be- 
comes professor of oral microbiology in 
the Harvard School of Dental Medicine. 
As director at Forsyth, he succeeds How- 
ard M. Marjerison, who died in Septem- 
ber 1955. The appointment was an- 
nounced December 2. 


ROBERT LASATER, VETERAN 
TENNESSEE DENTIST, DIES 


Robert Louis Lasater of Fayetteville, 
Tenn., a charter member of the Tennes- 
see State Dental Association, died Octo- 
ber 3 after 73 years of dental practice. 
He was 94 years old. 

Dr. Lasater was born in Coffee Coun- 
ty, Tenn., the thirteenth child in his 
family. He attended local schools and 


R. L. Lasater 


when he was 12 began dental laboratory 
work for two older brothers who were 
dentists. In 1884, at the age of 21, Dr. 
Lasater opened his own office in Fayette- 
ville, Tenn., with one chair, a few hand 
instruments and $120 in cash. His office 
hours ran from seven in the morning 
until past midnight. It is said that a pa- 
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tient who needed him could obtain help 
at any hour. 

In 1902, he went into partnership with 
his brother-in-law, E. S. Landess, an as- 
sociation which lasted 55 years. 

Dr. Lasater is survived by his widow 
Lucy, a daughter, Mrs. Sigmund Roth- 
child, and a son, Robert Landess Lasa- 
ter, a practicing dentist in Evanston, III., 
and a research associate of Northwestern 
University Dental School. 


NADL COUNCIL MEETS IN 
CHICAGO IN FEBRUARY 


Methods of improving communication 
hetween the dental profession and the 
dental laboratory craft will be a maior 
tonic on the agenda of the new executive 
council of the National Association of 
Dental Laboratories when it meets in 
Chicago February 1-3. Also to be dis- 
cussed are the status of the Federal Trade 
Commission Rules for the Commercial 
Dental Laboratory Industry, the NADL’s 
uniform cost accounting program and 
the certification program of the National 
Board for Certification in Dental Labora- 
tory Technology. Homer Dickson of 
Little Rock, Ark., NADL vice-president, 
will chair the meeting. 


NEW YORK PREPAID DENTAL 
PLAN NOW IS OPEN PANEL 


Group Health Dental Insurance, Inc., 
of New York City, announced in Decem- 
ber that it would now pay benefits for 
subscribers to the dentist of the sub- 
scribers’ choice. Previously, payments 
were made only to dentists who had 
agreed to participate in the plan. 

Bissell B. Palmer, president of the pre- 
payment plan, in announcing extension 
of GHDI services, stated, “GHDI has 
found that people want to remain with 
their own dentists, and our two years of 
experience and study have enabled us 
to give the public what it wants.” 
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EASTMAN DISPENSARY OFFERS 
ORTHODONTICS COURSE 


A two year course in orthodontics under 
the direction of J. D. Subtelny is offered 
by the Eastman Dental Dispensary in 
Rochester, N. Y., announces Basil G. 
Bibby, director. Dr. Bibby states that ap- 
plications must be received by March 1. 
A master of science degree may be earned 
by those enrolling for supplementary 
courses at the University of Rochester 
School of Medicine and Dentistry. Schol- 
arships are available for candidates who 
have previously completed general in- 
ternships at the Dispensary. 


DENTISTS IN SEVEN STATES 
WIN IN NOVEMBER ELECTIONS 


At least 12 dentists in seven states were 
named to local and state offices in the 
November elections, according to infor- 
mation received from constituent dental 
societies by the American Dental Associa- 
tion’s Bureau of Public Information. 
Five Pennsylvania dentists were elected 
to serve in the Pennsylvania General As- 


sembly. Albert R. Pechan of Ford City 
was re-elected to the upper house; David 
Boies of Clairton, H. J. Maxwell of Mo- 
nessen, John E. Whittaker of Williams- 
port and Ralph A. Marsh of DuBois to 
the lower house. 

In Ohio, Howard L. Williams of 
Girard was elected to the state legisla- 
ture, and in a local contest, George O. 
Fillinger of Columbus, was elected presi- 
dent of the city council. 

North Carolina voters re-elected Paul 
E. Jones of Farmville to a fifth consecu- 
tive term in the state senate. Dr. Jones is 
a former chairman of the American Den- 
tal Association’s Council on Legislation. 

New York voters chose E. Ogden Bush 
of Walton for a seat in New York’s sen- 
ate. 

Ora R. Rice of Delavan won re-elec- 
tion to the Wisconsin Assembly. He pre- 
viously served two terms as speaker of the 
Assembly. 

In Louisiana, voters named Alton R. 
deNux of Marksville to the state senate, 
and in a local contest in Maryland, Rus- 
sell Smith of Cambridge was re-elected 
mayor. 


Also * A two day conference of chiefs of the dental service of the Veterans Ad- 
ministration hospitals will be held at the VA West Side Hospital, Chicago, January 
31 and February 1. Topic is dental internships and residencies. . .. N. N. Bery, public 
relations officer of the All India Dental Association, has been appointed honorary 
adviser in dental health services in the Indian Ministry of Health. . . . The 12th All 
India Dental Conference will be held in Bombay February 26 to 28. . . . The Veterans 
Administration in cooperation with the Calvin Company of Kansas City, Mo., motion 
picture producers, is sponsoring the first medical motion picture workshop February 
4-6 in Kansas City. Dentistry is on the program. . . . The Story of Dentistry, by 
M. D. K. Bremner, has been selected for inclusion in the traveling science libraries 
for high schools, a project sponsored by the American Association for the Advance- 
ment of Science, with the assistance of the National Science Foundation and the 
U. S. Office of Education. . . . The board of directors of the American Civil Liberties 
Union, after investigation by ACLU committees, has found that fluoridation is not a 
violation of civil liberties. As of December 6, 1,437 communities had controlled 


fluoridation and served a population of 30,532,670. 
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International Correspondence 


NEWS FROM GREAT BRITAIN 


In the report of the Ministry of Health for 
the year ended December 31, 1955, (Part 1, 
Command 9857, Her Majesty's Stationery 
Office) Mr. Robin Turton, Minister of Health, 
in his foreword says, “Every day about 
2,000,000 people are making use of the Serv- 
ice in one way or another; there is hardly a 
home in the land that does not rely upon it 
in time of crisis.” 

The total cost of the National Health Serv- 
ice for England and Wales was about £495,- 
000,000 (nearly 1.4 billion dollars) in the 
financial year ended March 31, 1955, an 
amount about £22,000,000 more than the 
previous year. In 1954-55, payments made by 
patients to dentists for dental treatment and 
dentures was approximately £6,900,000. 

Total completed dental treatments for which 
payment was claimed in 1955 was 7,934,948, 
nearly half a million more than in 1954. In 
addition, there were 1,988,506 claims for pay- 
ment for emergency treatment (1,895,365 in 
1954). The amount of fees authorized by the 
Dental Estimates Board and paid to dentists 
was £33,386,816. This includes £7,149,776 
paid by patients for dentures and treatment. 
The report records that the growth in the vol- 
ume of treatment “may be taken as an indica- 
tion of a growing consciousness on the part of 
the public of the need for regular dental 
treatment” and adds with satisfaction that it 
is increased demand for conservative treatment 
which accounts for the rise. The biggest per- 
centage increase in the number of treatments 
was among children under 15 (p. 66-68). 

Orthodontic treatment is taking a rapidly 
increasing part of available resources in den- 
tal manpower, and the cost of such treatment 
concluded in 1955 was £574,130. 

At the end of 1955 the number of dentists 
in the Health Service was estimated at 9,788. 
This was an increase of 189 over the number 
at the end of the previous year and was mainly 
in assistants about whom fuller information 
became available. 

At the beginning of the academic year 
there were 622 students admitted to dental 
schools in England, Wales and Scotland, an 
increase of 144 over the figure for the previous 
year. 

Progress was made in fluoridation demon- 
strations proposed in this country. In England 
and Wales fluoridation started at Anglesey in 


November 1955 and at Watford and Andover 
in the summer of 1956. 


BRITISH DENTAL ASSOCIATION 


The editorial in the British Dental Journal 
of November 6, 1956, deals with the McNair 
Committee report, a report discussed in full 
in the December Newsletter. Two statements 
in the editorial are of interest. 

1. “The Report will be welcomed by the 
profession and should be widely read. It may 
be expected that the Minister of Health and 
the Secretary of State for Scotland will give 
some heed to it, but bearing in mind the fate 
of most of the recommendations contained in 
the Teviot and Spens Reports which had a 
bearing upon the matters which this Commit- 
tee was considering, premature optimism 
would be unwarranted. Teviot recommended 
that steps should be taken to increase the fa- 
cilities for training; Spens advised a reason- 
able basis for remuneration; in each case, the 
recommendation has gone unheeded, to the 
detriment of the public and the profession. 

2. “This excellent Report of the McNair 
Committee shows the Government the way to 
avoid impending disaster, and is the second 
warning that it has received about the position 
of the dental profession. It is likely to be the 
last, for, unless some vigorous action is taken 
in the near future, the dental services of the 
nation are bound to collapse within the next 
15 years.” 


[TEMS OF INTEREST 


To increase the interest of students in perio- 
dontics, the British Society of Periodontology 
has offered an annual prize of approximately 
50 dollars to the undergraduate dental student 
in a dental school in Great Britain who writes 
the best essay on “The Removal of Subgingival 
Deposits and its Importance.” This is an in- 
teresting development by a specialist society 
and is to be commended. 

Messrs. D. & W. Gibbs tooth paste manu- 
facturers have offered their third traveling 
scholarship of £300 to postgraduates regis- 
tered in United Kingdom or Eire for a one 
month’s tour to include attendance at the 
12th International Dental Congress to be held 
in Rome September 7-14. The tour provides 
subsequent visits to Germany, Austria and 
Switzerland, to study dental health education. 
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This scholarship is also a commendable de- 
velopment for continuing liaison between com- 
merce and the profession. Selection of the 
scholarship winner is entirely controlled by 
the British Society of Periodontology. 

Last year the British Dental Students Asso- 
ciation was host to the fifth annual Congress 
of the International Association of Dental 
Students held in Newcastle-upon-Tyne Sep- 
tember 5-11. 

Professor Bradlaw, dean of the Sutherland 
Dental School, placed every facility at the dis- 
posal of the organizing committee, a factor 
contributing to the success of the Congress. 

The program enjoyed by the student rep- 
resentatives of 14 countries included lectures 
by well-known teachers ana a splendid social 
program. Guatemala and Turkey were ad- 
mitted as full members, ard a questionnaire 
on the international exchange of dental stu- 
dents was drafted. The International Dental 
Federation had two observers present, Dr. 
Horsnell and Professor Lovell. 

The visiting students must have left with 
a favorable impression of British dentistry. 
The Congress, under the aegis of the organ- 
izing committee, whose chairman, Graham 
Charlton, did a magnificent job, succeeded ad- 
mirably in fostering the ideals of international 
relations. 

It is hoped that some day dental students 
from the United States will take part in these 
international student activities. 


The American Dental Society of London, 
under the presidency of Sidney Rosenberg, has 
started its 1956-57 program with a meeting 
at the College of Surgeons where, after dining 
together, members and guests heard a paper 
read by Prof. G. E. M. Hallett on some case 
histories of unusual interest encountered in 
children’s dentistry. 

G. H. Leatherman, 
D.M.D., F.D.S., R.C.S., F.A.C.D. 


NEWS FROM THAILAND 


Rith Boozaanggool was elected president for 
1957 of the Thai Dental Association at a 
meeting held October 5 at the School of Den- 
tistry in Bangkok. More than 100 dentists 
attended the meeting. 

Dr. Boozaanggool is a graduate of the School 
of Dentistry, University of Medical Science, 
Bangkok, and had special training at the 
University of Indiana in the United States. 

Membership in the Thai Dental Association 
is now 300 plus 120 student members. More 
than seven Thai dentists are studying various 
aspects of dentistry in Australia, New Zealand 
and England. These men, selected from the 
School of Dentistry and from prominent hos- 
pitals, have received funds through the Colom- 
bo Plan. 

C. Ratanaphaisal 


Reports of Councils and Bureaus 


BUREAU OF PUBLIC INFORMATION 


The 1956 annual session: 


informing the public 


The report of new developments in den- 
tistry presented to the profession at the 
97th annual session of the American Den- 
tal Association, Oct. | through 4 in At- 
lantic City, was reflected in widespread 
press accounts of the meeting. 

Newspapers informed the public of 
some of the advances in prospect which 
would enable the profession to meet the 
greatly increased demands for dental 
care. Press reports of the meeting ap- 
peared nation-wide. 

The newspapers gave much attention 
to several reports on technics for bring- 
ing dental care to children who have been 
denied treatment because they were 
psychologically unsuitable or because of 
physical handicaps. The press stories 
quoted widely the statement that “there 
is no such thing as an untreatable child 
(dental) patient, whether he be normal 
or handicapped.” In the same category, 
the public was informed of cautious re- 
ports on hypnosis for the child dental 
patient which said that it may be ad- 
visable as an adjunct to already exist- 
ing drugs and procedures only in a very 
limited number of cases. It was pointed 
out that much more research was needed. 
Further emphasis on the profession’s con- 
cern with preventive care for children 
was presented to the public in press ac- 
counts on malocclusion related to pre- 
mature loss of carious teeth. 

The public was also informed of cur- 
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rent tests of high speed cutting instru- 
ments, which were reported to be promis- 
ing. Additionally, there were news stories 
about preliminary research on use of 
cinefluorography with image intensifica- 
tion for observing temporomandibular 
function. 

The newspaper reports also empha- 
sized the importance of early diagnosis 
of periodontal disease as well as water 
fluoridation. Another report on preven- 
tion urged greater use of mouth protec- 
tors by school athletes. 

A symposium on oral cancer which in- 
cluded a report that there was no evi- 
dence to indicate an increase in mouth 
cancer with the growing use of tobacco 
was widely publicized. Another report 
which admonished that certain mouth 
habits could lead to malignancies also 
received attention in the nation’s press. 

An address by Bernerd C. Kingsbury, 
of San Francisco, speaking as president 
of the Association, which emphasized the 
urgent need of the dental schools for in- 
creased funds, was reported, as was the 
action of the House of Delegates in 
formally opposing continuation of the 
special doctor-draft law. 

The public was informed about the 
many allied and associated groups of the 
Association through reports of elections 
of their officers which were carried in 
newspapers across the country. There was 
widespread use in “hometown” papers 
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of advance stories on delegates, essayists, 
clinicians and others taking part in the 
meeting. 

The session was covered by the three 
major wire services, the Associated Press, 
United Press and International News 
Services, while special stories were filed 
for the New York Times, New York 
Herald Tribune, New York World-Tele- 
gram and Sun, Philadelphia Inquirer, 
Philadelphia Bulletin, Science Service, 


BUREAU OF LIBRARY AND INDEXING SERVICE 


Science News Letter and Scope Weekly, 
the last a publication of Upjohn Co. The 
Atlantic City Press, the only daily news- 
paper in the annual session city, also 
covered the meeting. Abstracts of the 
scientific reports contributed to at least 
three magazine articles, one that ap- 
peared on new research developments in 
the Oct. 28 issue of Parade; another 
scheduled for Reader's Digest and an- 
other for the Farm Journal. 


Additions to the Library 


The books listed here have been added re- 
cently to the Library collection. Requests for 
this material, available on loan to all mem- 
bers of the Association, should be addressed 
to the Bureau of Library and Indexing Service. 
There is no charge for borrowing these books. 
Most of the books may be purchased also 
through the Library. Practically all the dental 
journals published in the world are available 
also to borrowers. 


BOOKS 


Auutson, M. L., Jones, E. S. & ScHorte.p, 
E. T. A manual for evaluators of films and 
filmstrips. Paris, UNESCO, 1956. 23 p. 

AMERICAN DenTAL AssociaTiIon. Fluoridation 
facts; answers to criticisms of fluoridation. 
Chicago, The Association, 1956. 23 p. 

AMERICAN DENTAL ASSOCIATION. BUREAU OF 
Economic RESEARCH STATISTICS. 
Map supplement; distribution of dentists 
in the United States by state, region, dis- 
trict and county. Chicago, The Association, 
1956. 48 p. Single copies free. 

AMERICAN DENTAL AssociaTION. COUNCIL ON 
Journauism. Fifth conference on dental 
journalism 1956; a cooperative project of 
the Council on Journalism of the American 
Dental Association and the American Asso- 
ciation of Dental Editors, A.D.A. Headquar- 
ters, Chicago, July 6 and 7, 1956. Chicago, 
The Association, 1956. 39 p. Mimeo. 


AMERICAN MeEpicaL Writers’ ASSOCIATION. 
A group of papers on medical writing; a 
problem of medical education. Detroit, 
Parke, Davis, 1955. 64 p. 

ASSOCIATION POUR LES RECHERCHES SUR 
LES PARODONTOPATHIES (ARPA INTERNA- 
TIONALE). Les parodontopathies; rapports 
et communications du xiv™* Congrés de 
l’Association, Venezia, 5-11 Septembre 
1955. Venice, Tipografia Luigi Salvagno, 
1955. 386 p. $6.96. 

BeENAGIANO, ANDREA, editor. Profilassi della 
carie dentale; I Simposio Internazionale, 
Roma, 20-21 marzo 1954. Rome, “Annali 
di Stomatologia” and Instituto G. Eastman, 
1955. 578 p. $12.50. 

Bert, W. R. Sir John Bland-Sutton, 1855- 
1936. Edinburgh, Livingstone, 1956. 100 
p. $4.75. 

Bonp, B. W. Group discussion-decision; an 
appraisal of its use in health education. 
Minneapolis, Minnesota Department of 
Health, 1956. 109 p. 

British Mepicat Association. Dental prac- 
titioners’ formulary for use in the National 
Health Service. 2d ed. London, The Asso- 
ciation, 1955. 35 p. $1.01. 

BrocKBANK, Ancient therapeutic 
arts. (The Fitzpatrick Lectures delivered 
in 1950 & 1951 at the Royal College of 
Physicians). Springfield, Ill., Thomas, 1954. 
162 p. $5. 

CHERASKIN, 


Emanuet & Lanotey, L. L. 


Dynamics of oral diagnosis. Chicago, Year 
Book Publishers, 1956. 533 p. $16. 
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ComMIssion oN Curonic ILLNgEss. Care of 
the long-term patient. (Chronic illness in 
the United States, Vol. 2). Cambridge, 
Mass., Harvard Univ. Press, 1956. 606 p. 

Cowpry, E. V. Cancer cells. Philadelphia, 
Saunders, 1955. 677 p. $16. 

Crane, G. W. How to “cash-in” on your 
worries. Chicago, Hopkins Syndicate, 1956. 
321 p. $4.95. 

Cutten, S. C. Anesthesia in general practice. 
4th ed. Chicago, Year Book Publishers, 
1954. 312 p. $5. 

Dosss, E. C. Pharmacology and oral thera- 
peutics; a textbook for students and practi- 
tioners. 11th ed. St. Louis, Mosby, 1956. 579 
p. $9. 

Epstein, B. S. & Daviworr, L. M. An atlas of 
skull roentgenograms. Philadelphia, Lea & 
Febiger, 1953. 415 p. $15. 

Great Britain. COMMITTEE OF ENQuIRY INTO 
THE Cost or THE NaTIONAL HEALTH 
Service. Report. London, H.M. Stationery 
Off., 1956. 309 p. 

Haas, K. B. & Packer, H. Q. Preparation and 
use of audio-visual aids. 3d ed. New York, 
Prentice-Hall, 1955. 381 p. $5. 

Happon, Rowart. This won't hurt a bit; the 
musings and memories of a dental surgeon. 
Bristol, Wright, 1956. 141 p. $2.50. 

Hinpie, Brooke. The pursuit of science in 
Revolutionary America 1735-1789. Chapel 
Hill, Univ. of North Carolina Press, 1956. 
410 p. $7.50. 

ILyrna-MarkosjJan, L. V. Zahn- und Kieferer- 
satz bei Kindern. Ubersetzung aus dem Rus- 
sischen von B. Kessler. Leipzig, Barth, 1956. 
138 p. DM16.40. 

ILLINoIs PHARMACEUTICAL AssociaTion. IIli- 
nois dental formulary. Chicago, The Asso- 
ciation, 1956. 78 p. $1. 

James, M. D. The dentist. Toronto, Dent, 
1955. 32p. 

Kou er, J. A. Zahnarztliche Chirurgie. Band 
II: Replantation. Zysten. Eiterungen. 
Marginale Radikaloperation. Tumoren. Plas- 
tik. Neuralgie. Heidelberg, Hiithig, 1956. 
297 p. DM34. 

MacponaLp, J. B. A prospectus on dental 
education for the University of British 
Columbia. Vancouver, Univ. of British 
Columbia, 1956. 105 p. 

MaNnuoLp, J. H. Introductory psychosomatic 
dentistry. New York, Appleton-Century- 
Crofts, 1956. 193 p. $5. 

Mena Serra, C. A. Federico Poey Aguirre: 
paladin de la odontologfa cubana 1834-1902. 
Havana, The University, 1954. 24 p. 

Mope.t, WALTER. Drugs in current use. New 
York, Springer, 1956. 150 p. $2. 

Montrort, J. F. Unidad patogenica de las 
neoplasias propias de los maxilares. Barce- 


lona, Real Academia de Medicina, 1955. 
84 p. 

Nacy, Laszto & ReHak, Rupo.r. Fogsza- 
balyozas. Budapest, Egeszsegugyi Kiado, 
1954. 235 p. 

NaTIONAL The biological 
effects of atomic radiation ; summary reports. 
Washington, The Council, 1956. 108 p. 

NaTIONAL Resgarcu Councit. The biological 
effects of atomic radiation; a report to the 


public. Washington, The Council. 1956. 
40 p. 
NATIONAL Science Founpation. Organiza- 


tion of the Federal government for scientific 
activities. Washington, Govt. Print. Off., 
1956. 349 p. $1.75. 

Nevakari, K. An analysis of the mandibular 
movement from rest to occlusal position. 
(Acta Odontologica Scandinavica, Vol. 14, 
Sup. 19). Helsinki, 1956. 129 p. 

Petton, W. J. & Wisan, J. M., editors. 
Teacher’s supplementary review for use 
with Dentistry in public health. Second edi- 
tion. Philadelphia, Saunders, 1956. 42 p. 

Pr Suner, Aucust. Classics of biology. New 
York, Philosophical Library, 1955. 337 p. 
$7.50. 

PossE.t, U Fr. Bettlara och bettanalys. Copen- 
hagen, Dansk Videnskab, 1955. 189 p. 
$6.87. 

Rut ence, C. E. & Winsor, E. H. The dental 
business office. Philadelphia, Lea & Febiger, 
1956. 152 p. $3.50. 

SANDELL, Perry. Teaching dental health to 
elementary school children. Washington, 
American Association for Health, Physical 
Education, and Recreation, 1956. 32 p. 
$0.75. 

Sanps, L. B. Audio-visual procedures in teach- 
ing. New York, Ronald, 1956. 670 p. $6. 
Sicerist, H. E. Landmarks in the history of 
hygiene. London, Oxford Univ. Press, 1956. 

78 p. $3.50. 

Smion, W. J., editor. Clinical operative den- 
tistry. Philadelphia, Saunders, 1956. 381 p. 
$9.50. 

Socretas Mepica SCANDINAVICA. FILMARKI- 
vet. Filmer Societas Medica Scandinavica’s 
arkiv 1956. Gothenburg, The Society, 1956. 
107 p. 

Sommer, R. F., Ostranper, F. D. & Crow- 
Ley, M. C. Clinical endodontics; a manual 
of scientific endodontics. Philadelphia, 
Saunders, 1956. 514 p. $10.50. 

Srockriscn, Hvuco.  Kieferorthopidische 
Praxis; ein kieferorthopadisches Vademe- 
cum. Heidelberg, Hiithig, 1956. 332 p. 
DM42. 

Stones, H. H., editor. Dental health. London, 
Dental Board of the United Kingdom, 1956. 
83 p. 
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Srrinpserc, L. Z. The dependence of the 
results of pulp therapy on certain factors; 
an analytic study based on radiographic and 
clinical follow-up examinations. (Acta 
Odontologica Scandinavica, Vol. 14, Sup. 
21). Stockholm, 1956. 175 p. 


Torevt, Per. Iron and dental hard tissues; 
experimental studies concerning the signifi- 
cance of iron in the physiology and pa- 
thology of human enamel and dentine. (Re- 
printed from Odontologisk Tidskrift, Vol. 
63, No. 2, p. 131-430). Gothenburg, 1955. 
326 p. 


U. S. Dept. or Heattu, EpucaTion 
We Fare. The dentist in the U. S. Public 
Health Service. Washington, Govt. Print. 
Off., 1956. 20 p. $0.15. 

Van Pett, S. J. Hypnotic suggestion, its role 
in psychoneurotic and psychosomatic dis- 
orders; a thesis. New York, Philosophical 
Library, 1956. 95 p. $2.75. 

CoNnGREssS OF ANESTHESIOLOGISTS. 
Proceedings, Scheveningen, The Nether- 
lands, September 5-10, 1955, edited and 
published by the International Anesthesia 
Research Society. Minneapolis, Burgess, 
1956. 321 p. 


The American Dental Association Film Library 


The films reviewed in this article are 
available for rental ($2.50) from the 
Film Library, 222 E. Superior St., Chi- 
cago. The booklet, Audio-Visual Mate- 
terials in Dentistry, and the supplement 
should be consulted regarding additional 
films on orthodontics and anesthesia. 


FILM REVIEWS 


Space Maintenance in a Preschool Child + 16 
mm., color, magnetic sound, 12 minutes. Pro- 
duced in 1955 by Leonard E. Carr, D.D.S., for 
the University of Kansas City-Western College, 
Kansas City, Mo. Photography by Dr. Carr. 
Arrangements for purchase should be made 
with the producer. 

This film shows the steps involved in the 
making of two space maintainers for a four 
year old patient whose second deciduous 
molars are lost and first permanent molars are 
not erupted. The film opens with the labora- 
tory procedures, continues with intraoral 
photographs of the patient, returns to labora- 
tory procedures and concludes with the com- 
pleted space maintainers in the patient's 
mouth. Roentgenograms are used throughout 
the course of dental treatment to check the 
position of the maintainers. This film is well 
organized and each step well photographed. 
The demonstration of the procedures and the 
intelligent use of roentgenograms increase the 
film’s instructional value. Although it may be 
too elementary for orthodontists, it will inter- 
est dental students and general practitioners. 


Operative Dentistry for the Child Patient 
Under General Anesthesia * 16 mm., color, 


silent, 22 minutes. Sponsored in 1955 by 
Temple University School of Dentistry. Pro- 
duced by Ernest F. Ritsert, D.D.S., professor 
of pedodontics at Temple University School 
of Dentistry with the cooperation of Jacob 
B. Friedmann, M.D., attending anesthesiologist 
at St. Christopher Hospital for Children. 
Photography by A. V. Mucha, director of 
audio-visual education dept., Temple Univer- 
sity. 

According to the legend in the film, “dental 
care for the child suffering from physical, 
mental or emotional disturbances or one af- 
flicted with multiple carious lesions where 
pulpotomies and extractions are indicated, can 
best be rendered under a general anesthetic, 
given by a qualified anesthetist in surround- 
ings that are equipped for any emergency. The 
operating room of the hospital meets these re- 
quirements.” 

Three instances, two of which are carried 
to completion, show the preparation of the 
patients for treatment, the administration of 
the anesthetic, the operative procedures and 
the management of the patients after the 
completion of the dental treatment. The first 
patient, a three year old boy, is in need of 
extensive dental care, the second, a four year 
old girl with cerebral palsy, has multiple caries, 
and the third, a six year old child, is in need 
of restorations, pulpotomies and extractions. 

The operator states in the film that he uses 
gloves for surgical procedures only, since they 
are easily ripped by rotating burs in operative 
procedures. The efficiency of the dental as- 
sistant is shown throughout the film. The film 
could be improved if there were more close- 
ups of the procedures such as mirror views 
of the pulpotomy technics. The photography 
is good. It is suitable for dental schools, den- 
tal societies and other professional groups. 
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BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


The 1956 survey of dental practice 


III. Income of dentists by type of practice, 


personnel employed and length of work year 


In the previous chapter the great amount 
of variation in incomes of dentists was 
shown. Some of this variation was ac- 
counted for in the tables showing income 
according to state, size of city, age and 
type of employment. Much of the total 
variation is accounted for in this chapter 
by type of practice and by the number 
of chairs and employees. A lesser amount 
is accounted for by the number of weeks 
worked during the year. 


INCOME BY TYPE OF PRACTICE 


As shown in Table 11, specialists as a 
group reported a mean net income of 
$16,178, 36.8 per cent higher than the 
mean of $11,829 reported by general 
practitioners. Among independent den- 
tists the difference was even greater: 
$18,261 for specialists, 52.2 per cent more 
than the $12,000 for general practitioners. 
A greater proportion of the specialists 
than of the general practitioners is 
salaried. 

Among the various specialties, how- 
ever, there was a large difference in in- 
comes. The mean net income reported by 
orthodontists, $21,181, was well above 
that for any other specialty. Oral 
surgeons were next highest with a mean 
of $15,844. The mean net income for all 
pedodontists participating in the survey 
was $13,781. A fairly large proportion of 
the pedodontists was salaried, however, 
and the mean net income of nonsalaried 
pedodontists was $16,027. 

The only specialists to report lower in- 
comes in 1955 than in 1952 were prostho- 
dontists, with a mean net income of 


$10,082 in 1955 and $10,959 in 1952. 
This is a small group, however, and the 
large standard error of about $1,250 in 
both surveys means that the true average 
may well have been higher in 1955 than 
in 1952. 

The coefficient of variation indicates 
considerably more relative variability in 
incomes of oral surgeons and prostho- 
dontists than in incomes of other special- 
ists or of general practitioners. Perio- 
dontists were characterized by low rela- 
tive variability in incomes. Orthodontists 
were characterized by a low expense ratio 
and oral surgeons by a high expense ratio. 

Almost 10 per cent of the dentists who 
responded in this survey indicated they 
were specialists. Only about 3 per cent 
of the dentists listed in the American 
Dental Directory qualify for listing as 
specialists (diplomates of specialty boards, 
members of recognized national specialty 
societies and dentists licensed by states 
as specialists). Orthodontists and oral 
surgeons comprised almost two thirds of 
the specialists participating in the 1956 
survey. 


INCOME BY PERSONNEL EMPLOYED 
AND NUMBER OF CHAIRS 


The typical dentist with only one dental 
chair and no employees earned only 
$7,494 in 1955, compared to $18,221 for 
dentists with three chairs and two as- 
sistants. Table 12 shows a very close 
correlation between (1) number of chairs 


The first and second articles of this series appeared 
in THE JOURNAL for November and December !956. 
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Table 11 ® Average income of dentists by type of practice, 1955 
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Salaried dentists 


Median 


Meon 


net 
income 


net 
income 


ties: 


Net 
as per 


cent of 


Median Mean 


Mean 


gross 
income 


net 


income 


net 
income 


gross 


All dentists (net income) 


Standard 


Coeffi- 


error 
of the 
mean 


Mean Median Standard cient 


Per cent 


of re- 
| spondents 


Type of practice 


net de- of vari- 
viation 


income 


net 
income 


ation 


General 


$9,441 $8,500 


56.2 


$12,000 $11,175 $21,337 


88 


§3.3 


$11,829 $10,998 $ 6,307 


90.2 


practitioner 


& 


583 
@ 
o 
on ~ o 


Oral surgeon 
Orthodontist 
Pedodontist 
Periodontist 
Prosthodontist 
Other specialist 


Specialist 


All types of 


$9,309 


56.5 


$11,116 $ 6,814 55.7 91 $12,480 $11,533 $22,093 


$12,241 


100.0 
*Too few replies for reliable statistics. 


practice 


and employees and (2) mean net income. 
Among dentists with one chair, the mean 
was about 50 per cent higher for dentists 
with one employee than for dentists with 
no employees. Among dentists with two 
chairs, the mean was from 37 per cent to 
52 per cent higher for dentists with two 
employees than for dentists with one 
employee. 

As the number of employees increases, 
expenses, as a per cent of gross income, 
also increase. Gross income increases so 
much, however, that despite the higher 
expense ratio net income also increases. 

Income of independent dentists ac- 
cording to number of employees, without 
regard to number of chairs, is shown in 
Table 13. Mean net income increased 
sharply with number of employees, from 
a low of $7,758 for dentists with no em- 
ployees to $27,808 for dentists with five 
or more employees. The latter group re- 
ported a mean gross income of $62,657. 

Income according to number of chairs, 
regardless of number of employees, is 
shown in Table 14. About half of the in- 
dependent dentists reported having two 
chairs. Their mean income of $13,419 
was 44.2 per cent higher than the mean 
of $9,303 for dentists with only one chair. 
Dentists with five-chair offices averaged 
$22,178 net income in 1955. In this sur- 
vey 63.4 per cent of the independent 
dentists responding had more than one 
chair, compared to 58.1 per cent in 1952. 


INCOME BY NUMBER 
OF WEEKS WORKED 


About one out of every 15 dentists did not 
take a vacation in 1955. The independent 
dentists who worked all 52 weeks earned 
a mean net income of $10,467, which was 
16.1 per cent less than the mean of 
$12,480 reported by all independent den- 
tists (Table 15). The correlation of in- 
come with number of weeks worked dur- 
ing the year shows that the highest mean 
income ($14,557) was earned by dentists 
who worked 47 weeks. A progressive de- 
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Table 12 ® Mean income of independent dentists with specified number of chairs and number and type of 


employees, 1955 


No. of chairs and no. and Mean net Mean gross hte 
type of employees income income of gross 
1 chair, no employees $ 7,494 $11,564 64.8 
1 chair, 1 secretary or receptionist 11,325 18,334 618 
1 chair, 1 assistant 11,444 19,434 58.9 
2 chairs, no employees 8,798 14,081 62.5 
2 chairs, | secretary or receptionist 12,892 21,245 60.7 
2 chairs, | assistant 12,875 22,320 57.7 
2 chairs, | assistant and 
1 secretary or receptionist 17,685 31,837 55.5 
2 chairs, 2 assistants 19,610 33,995 57.7 
2 chairs, 1 hygienist 11,603 22,121 $2.5 
2 chairs, 1 hygienist and | or 2 of the following: 
assistants, secretaries and receptionists 17,713 33,132 §3.5 
3 chairs, | assistant 13,384 23,359 57.3 
3 chairs, 2 assistants 18,221 32,289 56.4 
3 chairs, 1 hygienist and | or 2 of the following: 
assistants, secretaries and receptionists 18,399 35,711 51.5 
4 chairs, 1 or more employees other than dentists 19,593 41,082 477 


*In this table one employee actually means between .5 and |.4 employees, and two employees means between 
15 and 2.4 employees. (Part-time employees and employees who did not work the full year were counted as 


fractions.) 


cline in income occurred with each higher 
number and with each lower number of 
weeks worked. Exactly the same pattern 
prevailed in 1952. It is difficult to ad- 
vance any plausible reason why the den- 
tists who worked 47 weeks during the 
year should make substantially higher in- 
comes than those who work even one 
week more or less than 47, or, conversely, 
why the particularly successful dentists 
should tend to work 47 weeks rather than 


Table 13 ® Mean income of independent dentists by 
number of employees, 1955 


a week or two more or less during the 
year. 

When dentists who worked less than 
44 weeks are eliminated, mean net in- 
come becomes $12,807 for independent 
dentists and $10,268 for salaried dentists. 
Thus, if 44 weeks or more is considered 
to be a “full year,” the difference in in- 
comes of full-time salaried and non- 
salaried dentists is less than heretofore 
shown in the survey. 


Table 14 ® Average net income of independent 
dentists by number of dental“chairs used, 1955 


Mean Mean Net as Per Mean Median 
No. of net gross per cent cent of net net 
employees* income income of gross No. of chairs dentists income income 
0 $ 7,758 $12,242 63.4 1 36.6 $ 9,303 > 8,540 
“1. 4 8,161 13,789 59.2 2 49.6 13,419 12,525 
5-14 12,287 21,316 57.6 3 11.2 17,023 15,425 
15-24 16,601 30,441 54.5 4 1.8 19,034 17,500 
25-34 19,757 39,041 50.6 5 or more 8 22,178 20,250 
35.44 22,222 46,478 47.8 
4.5 and more 27,808 62,657 444 All independent 
dentist: 100.0 $12,480 $11,533 
All independent 
dentists $12,480 $22,093 56.5 


*Part-time employees and employees who 
work full year were counted as fractions. 
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Table 15 ® Average net income of dentists by number of weeks spent in all types of dental work, 1955 


All dentists | Independent dentists | Salaried dentists 
N f Per cent Mean Median Mean Median Mean Median 
me . of re- net net net net net net 
a spondents income income } income income income income 
| 
52 67 $10,021 $ 8,962 $10,467 $ 9,200) $ $ 
51 4.4 11,682 10,520 11,808 10,750 > 9,488 8,800 
50 22.6 11,791 10,952 11,982 11,012) 
49 11.5 13,207 12,463 13,393 12,613 \ 
48 22.0 13,193 12,144 13,386 12,370 ews 900 
47 6.4 14,557 13,575 14,653 13,850) 
46 7.1 13,508 12,083 13,432 12,078 
45 §.1 12,744 11,725 12,870 11,850 | 
44 3.4 12,885 10,850 13,058 11,050 } 11,366 9,475 
43 8 12,014 10,650 12,322 10,875) 
42 19 12,649 10,983 12,345 10,500 | 
41 3 * * * 
40 3.4 10,854 10,038 10,967 10,100 
Less than 
40 43 6,445 4,600 6,772 5,150 4,874 2,900 
All 
dentists 100.0 $12,241 $11,116 $12,480 $11,533 $9,309 $8,600 
*Too few replies for reliable statistics. 
Table 16 ® Average net income of independent dentists according to description of practice, 1955 
| Mean Median 
Description of practice net net 
income income 
Because of the length of your appointment list, some persons who contacted you for 
dental care actually obtained this care from another dentist $14,327 $13,464 
You provided dental care for all who requested appointments, but you felt more rushed 
and worked more hours than you would have liked 14,419 12,972 
There was a good balance between the number of persons who contacted you for 
dental care and your ability to provide this care 12,626 11,639 
You did not have as many patients as you would have liked 8,049 7,400 
All independent dentists $12,480 $11,533 


INCOME BY DEGREE OF BUSYNESS 


Those independent dentists who said they 
were “too busy” in 1955, that is, either 
were unable to accommodate all who re- 
quested care or felt that they were re- 
quired to work too hard, reported a mean 
net income of about $14,400 compared to 
the over-all mean of $12,480 (Table 16). 
The dentists who said there was a “good 


balance” between dernand for dental care 
and their ability to provide it earned, on 
the average, $12,626 in 1955. The mean 
net income of the group of dentists who 
did not have as many patients as they 
wanted in 1955 was $8,049. 

The next article of this series will pre- 
sent information on the expenses of den- 
tists and the number and type of auxiliary 
personnel employed. 


3 
al 

4 


REPORTS OF COUNCILS AND BUREAUS . . . VOLUME 54, JANUARY 1957 © 121 


COUNCIL ON DENTAL RESEARCH 


Recommended stipulations 


for academic-industrial research contracts 


Late in 1955, the Council on Dental Research discussed fundamental rights involved 
when a school accepts industrial grants for purposes of research. What are the uni- 
versity’s rights and what are the rights of industry in this academic-industrial rela- 
tionship? 

Later, the secretary of the Council sent a letter of inquiry to all deans of dental 
schools and to four dental research centers; in all, 36 dental schools and three dental 
research centers replied. Many schools sent blank copies of the Agreement or Con- 
tract form used, together with much supplemental detail. 

This material was analyzed by Clemens V. Rault and William F. Swanson, mem- 
bers of the Council, who submitted the following “Recommended Stipulations for 
Academic-Industrial Research Contracts.” The recommendations were subsequently 


approved by the Council. 


1. The study will be directed solely by 
the principal investigator with the con- 
currence of the faculty committee, dean 
or other university officers having juris- 
diction. However, the officers and em- 
ployees of the grantor should be per- 
mitted to discuss the problems and offer 
suggestions. 

2. The university may permit prelimi- 
nary negotiations for grants, but before 
any formal contract is consummated it 
must pass through the appropriate chan- 
nels of the university. 

3. The university department will 
agree to use its best judgment in direct- 
ing the study along the lines of the initial 
plans and to utilize the funds as advan- 
tageously as practicable. No agreement 
or promise should be made regarding the 
results to be obtained. The publication 
of the findings will be entirely at the dis- 
cretion of the principal investigator di- 
recting the work and the faculty commit- 
tee, the dean or the university officers 
having jurisdiction. 

4. Original records will be kept by the 
principal investigator and shall remain 


the property of the university. Reports of 
progress will be made, to the grantor 
from time to time as agreed upon. No 
parts of such reports may be made public 
until after publication of the results by 
the investigators except when the investi- 
gators specifically release all or part of 
their report for publication by the 
grantor. 

5. Neither the name of the school, the 
university, nor the name or names of the 
investigators may be used in advertising 
or publicity material without authoriza- 
tion by the university officers having 
jurisdiction. 

6. The university department, in the 
absence of a specific agreement to the 
contrary, shall have the right to publish 
significant findings resulting from all or 
any part of the project at the discretion 
of the principal investigator with ap- 
proval of the dean or the university offi- 
cers having jurisdiction. 

7. Articles published which are re- 
ports of studies under a grant may carry 
a statement giving credit to the grantor 
for support of the work. 
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8. No commercial brands or trade 
names shall appear in the publication of 
the results except as such brands or trade 
names are essential in the description of 
the research. 

9. Reprints of papers written by 
workers on a project are not to be dis- 
tributed by the grantor except with the 
permission of the principal investigator or 


officers of the university having jurisdic- 
tion. 

10. Compatible with the public inter- 
est, the rights of the university, the spon- 
sor, and the investigators, in all patents, 
inventions and developments arising from 
the investigation should be agreed upon 
prior to commencement of the investiga- 
tion. 


The Registry of Dental and Oral Pathology 


The Council on Dental Research assumed the duties of the Council on Registry 
of Dental and Oral Pathology, in accordance with the amendment to the Bylaws 
adopted by the House of Delegates at the 1955 annual session of the American Dental 


Association. 


Henry A. Swanson, Washington, D. C., who has long been associated with the 
Registry, has prepared, at the request of the Council, a history of this activity. This 
report is divided into two parts: the historical account up to the present time (Part 
I), and a discussion of the value of the Registry of Dental and Oral Pathology 


(Part II). 


PART I 


I dedicate this building to the conquest of 
disease so that mankind, more safe and secure 
in body, may more surely advance to a widely 
shared prosperity and an enduring and just 
peace, 

so stated the Honorable Dwight D. Eisen- 
hower, President of the United States, at 
the dedication of the Armed Forces In- 
stitute of Pathology in Washington, D. C., 
on May 26, 1955. 

Thus the new building was officially 
dedicated at the ceremony attended by 
dignitaries from the government, from 
the world of science, as well as a large 
assembly of those interested in the pro- 
fessional activities of the Institute. 

The modern bomb-proof building is on 
the grounds of the Walter Reed Army 
Medical Center in Washington, D. C. It 
is unique in its design and the facilities 
contained therein are the result of the 


thinking and planning of a large group 
of men of science, especially of those 
within the field of pathology. The missions 
and functions of the Institute are unlike 
anything existing in the world at the pres- 
ent time. 

The Institute has a long and interest- 
ing history dating back to the year 1862 
when a young dynamic Surgeon General, 
William A. Hammond, issued a directive 
creating the Army Medical Museum, 
which had for its objective “the collec- 
tion of all specimens of morbid anatomy, 
surgical and medical, together with pro- 
jectiles and foreign bodies removed, and 
such other matter as may prove of in- 
terest in the study of military medicine 
and surgery.” 

In the course of its existence the Insti- 
tute was originally known as the Army 
Medical Museum. In 1946 it was redesig- 
nated as the Army Institute of Pathology, 
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and on July 6, 1949, after a closer integra- 
tion of the Armed Services, the present 
designation was adopted; namely, the 
Armed Forces Institute of Pathology of 
the Department of Defense. 


The principal responsibilities and functions 
of the Institute under established and fixed 
policies are as follows: 

(a) It is the central laboratory of pathology 
for the Department of Defense and such other 
Federal Agencies as may be agreed upon by 
the Secretary of Defense and the head of the 
agency concerned. 

(b) Maintains consultation service for the 
diagnosis of pathologic tissue for the Depart- 
ment of Defense, other Federal Agencies, and 
for civilian pathologists, and is the chief re- 
viewing authority on the diagnosis of patho- 
logic tissue of the Army, the Navy, and the 
Air Force. 

(c) Conducts experimental, statistical, and 
morphologic research on diseases and injuries 
of medico-military importance. 

(d) Provides instruction in advanced pa- 
thology and related subjects to Medical, Den- 
tal and Veterinary Officers of the Armed 
Forces, and, when facilities are available, to 
such other qualified professional persons who, 
with the approval of the Director, come to the 
Institute for study or graduate instruction. 
The facilities and material of the Institute 
are made available to qualified physicians, 
dentists, veterinarians and other scientists for 
study and research. 

(e) Trains Medical Department enlisted 
personnel of the Armed Forces in histologic 
techniques, medical photography, medical arts, 
and museum activities. 

(f) Prepares, or otherwise procures and 
duplicates, teaching aids such as sets of micro- 
scopic slides, photographic material, medical 
visual aids, and related atlases or other texts 
illustrating the pathology of special medical 
fields for training of Medical Department per- 
sonnel of all components of the Armed Forces. 
When not in use for this purpose, such mate- 
rial may be loaned to other Federal Medical 
Services and to civilian physicians, dentists, 
and veterinarians, for such periods as may be 
prescribed by the Director. 

(g) Donates or loans, at the discretion of 
the Director, duplicate pathologic, photo- 
graphic, and other educational material, to 
museums, medical, dental and veterinarian 
schools, scientific institutions, and to qualified 
individuals connected with the medical, dental 
and veterinarian professions, as authorized, 
provided such items are not required for the 
purposes of the Institute or Armed Forces In- 
stallations. 


(h) Maintains a Medical Illustration Serv- 
ice for the collection, preparation, duplication, 
publication, exhibition, reference, and file, of 
medical illustrative material of medico-military 


importance, except original motion picture 
footage. 


(i) Operates the American Registry of Pa- 
thology as a cooperative enterprise in medical 
research and education between the Institute 
and the civilian medical, dental, and 
veterinarian professions, under such conditions 
agreed upon by the Board of Governors and 
the National Research Council. The Registry 
is composed of such subdivisions as are spon- 
sored and supported by the National organiza- 
tions of medical, dental and veterinarian 
specialists, subject to the approval of the Di- 
rector and the Committee on Pathology for 
the National Research Council. 

(j) Maintains a Medical Museum for the 
instruction of Medical, Dental, and Veterinary 
Officers, and such other qualified persons as 
are approved by the Director. Maintains a 
display of selected exhibits which is open to 
the public. 


The Administrative Officers of the In- 
stitute consist of a director and two 
deputy directors, each one of whom rep- 
resents a different branch of the armed 
services, the Navy, the Army and the Air 
Force. The office of director is rotated 
between the services, and at present a 
Navy officer, Capt. William M. Silli- 
phant, M.C., is serving in that capacity. 
There is a large staff of professional, 
technical and clerical personnel attached 
to the Institute, consisting of medical 
service or medical department officers, 
other military personnel and civilian per- 
sonnel, which includes consultants and 
experts as deemed necessary. To assist 
the directorate in professional problems, 
a Scientific Advisory Board of Con- 
sultants, consisting of specialists within 
the fields of medicine, dentistry and 
veterinary, has been appointed with the 
concurrence of the Board of Governors 
and the approval of the Secretary of the 
Army. The Board of Governors is made 
up of the Surgeons General of the Army, 
Navy and Air Force. 

The Armed Forces Institute of Pa- 
thology now comprises five major compo- 
nents: the Department of Pathology, the 
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Medical Illustrations Services, the Amer- 
ican Registry of Pathology, the Medical 
Museum, and the Administrative Serv- 
ices. 

The early mission of the Institute 
(then known as the Army Medical 
Museum) was the collection and display 
of “morbid anatomical specimens” but 
in 1920, under the initiation and 
guidance of the then Major (now 
Brigadier-General, M.C., U.S.A. Ret.) 
George Russell Callender, the mission was 
expanded to an institution actively par- 
ticipating in the study of living pathology, 
pathologic research and pathologic edu- 
cation. As Col. Ralph M. Thompson, 
M.C., stated: 


He launched the greatest and most dynamic 
pathologic center in the world. By his untir- 
ing effort and great medical vision various 
directives were modernized and changed so 
that complete autopsy data and material and 
surgical biopsy material were required to be 
sent in for study, statistical research and 
permanent file.* 


He also initiated the organization of 
the Registry of Pathology. The Registry of 
Ophthalmic Pathology, sponsored by the 
American Academy of Ophthalmology, 
was the first registry to be inaugurated. 
Since then, 21 additional registries have 
been included in this program. The 
Registry of Dental and Oral Pathology, 
under sponsorship of the American Den- 
tal Association, was the fourth registry to 
be established; this occurred in 1933. 

The three major departments of the 
Armed Forces Institute of Pathology of 
particular interest to the dental profession 
are the Department of Pathology, the 
Army Medical Museum and the Amer- 
ican Registry of Pathology. These three 
are professional and scientific in their 
activities. 

The principal functions of the Depart- 
ment of Pathology consist of “diagnostic 
consultative services in pathology, an ad- 
vanced teaching program, and experi- 
mental studies in pathology.” This de- 
partment has seven major branches, each 


comprised of one or more pathology sub- 
specialties; Dental and Oral Pathology is 
one of the seven branches. 

The functions of the Medical Museum 
are principally (1) to exhibit and illus- 
trate disease and medical problems to the 
lay public, and (2) to collect and pre- 
pare gross pathologic material for teach- 
ing the medical, dental and veterinary 
professions. 

The American Registry of Pathology is 
not entirely governmental, although it is 
housed at the Institute. It is so closely 
integrated with the activities therein that 
it is difficult to separate its activities 
wholly from the other departments of the 
Institute or outline its activities in specific 
terms. The functions of the American 
Registry of Pathology, as given by Dr. 
Hugh Grady, its director, are as follows: 


(a) To facilitate the collection and study 
of certain specified categories of disease with 
special emphasis on their natural history 
through “follow-up.” 

(b) To disseminate the results of such col- 
lections and study by appropriate means, in- 
cluding scientific papers and exhibits, prepared 
study sets and textual material. 


The American Registry of Pathology 
has liaison with the National Research 
Council, the National Academy of 
Sciences, and those professional organi- 
zations which sponsor individual regis- 
tries. Within the Institute there is close 
relationship with the Division of Pa- 
thology, since the registrars in charge of 
individual registries are senior members 
of the Pathology Division. Liaison with 
the National Research Council is main- 
tained through the Subcommittee on 
Registries of the Committee on Pa- 
thology. This body has advisory functions 
and must give approval to the formation 
of new registries and reviews the annual 
budget estimates. The National Academy 
of Science acts as the fiscal agent, ac- 
cepting receipts and making disburse- 


|. Thompson, R. M. The Armed Forces Institute of 
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ments of funds made available from 
sources outside the Armed Forces Insti- 
tute of Pathology. 

Two members of the American Dental 
Association are members of the Commit- 
tee on Pathology of the National Re- 
search Council. The Association, through 
its sponsorship of the Registry of Dental 
and Oral Pathology, contributes its pro- 
rata share of contributions made by spon- 
soring societies for the functioning of the 
American Registry of Pathology. 

The establishment of the Registry of 
Dental and Oral Pathology, in 1933, was 
predicated on the basis of the value that 
would accrue to dentistry in the diag- 
nosis, teaching and research in the field 
of dental and oral pathology. Col. James 
B. Mann had the vision and, through the 
efforts of the late John T. Hanks, the 
American Dental Association gave its 
approval of and support to the project. 
To activate this program, the Association 
appointed what was then called the Den- 
tal Museum Committee, which was later 
changed to the Council on Dental 
Museum and Registry, and still later to 
the Council on the Registry of Dental 
and Oral Pathology. Over the 22 years 
of its existence, this Council was most 
active in the performance of its assigned 
duty. It has accomplished much of what 
was envisioned by its early sponsors in 
1931 and 1932, and by those who actively 
developed the program. 

The outline of the early proposal is 
briefly as follows:? 

1. To assist the professional man in his 
routine work within the oral cavity by pro- 
viding a service of histopathologic diagnosis 
on diseased tissue to those who do not have 
a local pathologist available, and a consulting 
service on diagnosis to those who have a pa- 
thologist available. 

2. Preparation of sets of lantern slides avail- 
able on loan for study groups or for smaller 
society meetings. 

3. Assist in the education of the under- 
graduates in our dental colleges by assisting 
the pathologic departments of the schools in 
the preparation of histopathologic material 
and by making available to them the accumu- 
lated statistics from the files of the Registry. 


4. To accumulate a large collection of 
material on dental and oral pathology from 
which research and studies can be made that 
will add materially to the understanding of 
dental and oral pathology. 

5. The preparation of the Atlas on Dental 
and Oral Pathology. 

6. Preparation of loan sets of microscopic 
slides on dental and oral pathology. 


The diagnosis of specimens of diseased 
tissue submitted direct to the Registry by 
civilian dentists was featured in the 
earlier program of the Council. During 
the last few years, this activity has been 
curtailed unless the specimens were sub- 
mitted through a local pathologist. This 
change was recommended to the Amer- 
ican Registry of Pathology by the Com- 
mittee on Pathology, National Research 
Council, because of objections raised by 
practicing pathologists over the country 
and because of lack of sufficient qualified 
personnel to maintain such service. Con- 
sultation service is always available and 
is given high priority. 

Kodachrome loan study sets and loan 
study sets of microscopic slides are avail- 
able and are in constant use. Effort is 
made constantly to maintain the sets in 
good condition. 

The Council on Registry of Dental and 
Oral Pathology sponsored the four edi- 
tions of the Atlas of Dental and Oral 
Pathology, and was instrumental in the 
underwriting of the second and third 
editions. 

About 1947, the field of dental and 
oral pathology crysta’ 2ed to the point of 
specialization and w.s a,proved as a 
specialty in 1949 by the House of Dele- 
gates of the American Dental Association. 
The dental schools, through their curricu- 
lums, now stress the need for extensive 
study of oral pathology. The recognition 
of the field of oral pathology can reason- 
ably be said to be due to the activity of 
the then Council on Dental Museum and 


2. Report of Committee on National Museum. 
Transactions, American Dental Association, Aug. 6-10, 
1934, p. 244. 
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Registry in correlating and integrating 
the interests of those men who were in- 
terested or who were actively engaged in 
the field. 

At the annual meeting of the American 
Dental Association in 1955, at San Fran- 
cisco, the Council on Registry of Dental 
and Oral Pathology was discontinued as 
a standing Council and its duties and ac- 
tivities were made part of the duties and 
activities of the Council on Dental Re- 
search. Under the able leadership of that 
Council, there will be no cessation of 
these activities, and the facilities at the 
Armed Forces Institute of Pathology will 
always be available to those members of 
the Association who need help with their 
problems in dental and oral pathology. 


PART II 


The Registry of Dental and Oral Pa- 
thology is an integral part of the Amer- 
ican Registry of Pathology. The registry 
program has become an extremely im- 
portant factor in the advancement of 
knowledge regarding pathology, and 
pathologists find it a valuable source of 
material from which to augment not only 
studies in general pathology but also in 
their specific fields. The collection of 
pathological material from all over the 
world, centralized in the Armed Forces 
Institute of Pathology in Washington, 
D. C., makes the registry program unique, 
for there is no other place where a similar 
activity is in operation. 

What is meant by the term “registry” 
in relation to pathology? The word 
“registry” is applied to the facility where 
case records and material can be cen- 
tralized for study. The purpose of a 
registry is to collect pathologic material, 
to record and catalogue it, to conduct 
comprehensive investigations by methods 
of follow-up studies; to do original re- 
search and to make material available 
for education in pathology. 

Dr. Howard Karsner, chairman of the 
Committee on Pathology, National Re- 


search Council, has stated in reference 
to the activities of the registries: 


Collection for the sake of mere possession is 
as futile in medicine as in any other field. In 
cultural spheres, the art museum serves as a 
source of education to the public, of stimulus 
to the artists and of research in history, both 
special and general, and the library has much 
the same purpose. In science, however, though 
the objectives are the same’the emphasis often 
differs in that research occupies the foremost 
position, even though education and stimula- 
tion are prominent aims. 

A museum of pathology may be principally 
educational, but it is not fully utilized unless 
the opportunity for research is seized. A regis- 
try of pathology or any of its special branches 
differs from a museum in several respects. In 
a registry, display of specimens is not a prin- 
cipal function; study of material is both the 
primary and principal objective. Whereas a 
record of the source of museum specimens is 
important, in the registry it is essential. In 
the museum, “follow-up” adds greatly to the 
value of the material, but in the registry the 
purpose is defeated if “follow-up” is not pur- 
sued assiduously. The museum may be con- 
ducted by a curator not necessarily an expert 
in the field covered, but the registry requires 
highly trained, experienced, competent scien- 
tific personnel at its head and in many parts 
of its organization. A museum may collect 
locally, but a registry must have contributors 
from widely dispersed sources. 


What is the value of The Registry of 
Dental and Oral Pathology to the dental 
profession? The value lies primarily in 
the study of dental and oral disease proc- 
esses. In the course of such activity, it is 
possible to make available certain specific 
benefits to the dentist regardless of 
whether he is in general practice or in the 
practice of a specialty, and it is possible 
to provide a worthwhile service in a most 
practical manner; namely, by assisting 
him in his routine work within the oral 
cavity. 

The collection of pathological material, 
which requires the cooperation and sup- 
port of the profession, must be the first 
consideration in the registry program. 
Sources of material for such a purpose 
come from biopsies, from surgical cases 
and from autopsies. In the dental and 
oral field, the first two are the more im- 
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portant and in their collection a service 
of diagnosis and consultation is avail- 
able to those submitting such specimens. 

When the Registry was first established, 
it was the policy to accept all specimens 
submitted by clinicians regardless of 
whether a local pathologist was available. 
Now that there are facilities and oral pa- 
thologists located in many areas through- 
out the country, especially in many of 
the dental schools, the Registry urges that 
material for diagnosis be sent to them. 
However, consultation on all specimens 
is still available. Direct diagnosis of con- 
ditions in tissue specimens for private 
practitioners is accomplished when such 
service is not available locally. If on gross 
examination of such material, a tumor or 
other serious condition is noted, for the 
benefit of the patient a tissue study is 
made as soon as possible and the con- 
tributor is furnished with a report. It is 
to be emphasized that The Registry of 
Dental and Oral Pathology is not a pri- 
mary diagnostic center but is always 
available for consultation service. 

All material received, together with 
pertinent data such as clinical history, 
roentgenograms, photographs and follow- 
up information, is reviewed by the staff of 
the Registry, and if it is accepted it be- 
comes a part of the Registry accessions, 
is given a number and is recorded under 
the name of the person submitting it. It 
will always be recorded as such and be- 
comes identified with the donor. All 
material is kept regardless of whether or 
not it is accepted for registration. None 
of it is destroyed. As of December 1955, 
there were 8,900 cases registered. 

All this material, both registered and 
nonregistered, is a veritable storehouse of 
educational material, and its value to the 
profession is in its utilization in the study 
of the diseases it represents. The transfer- 
ence of the results of such studies to me- 
diums that can be used for educational 
purposes has been accomplished. The fol- 
lowing materials and services are avail- 
able: loan sets of histopathological slides 


and Kodachrome slides depicting actual 
disease entities; Atlas of Dental and Oral 
Pathology; published articles on specific 
diseases or statistical studies in relation 
thereto; teaching material; consultation 
and editorial assistance, and training. 


Loan Sets of Dental and Oral Pathology 
* A representative collection of slides of 
oral lesions, tumors, and specific dental 
disorders are included in the set of micro- 
scopic slides. The sets are in three groups; 
two of them cover the field of dental 
and oral pathology, one set, the small, 
consists of 50 cases, and the other, the 
large, has 100 cases; the third set 
“Lesions of the Jaw Bones,” contains 50 
copies of roentgenograms as well as 
microscopic slides of each lesion. Each set 
is accompanied by a syllabus in which 
each instance is thoroughly described, 
giving the history and the microscopic 
interpretation. Many of the slides have 
been photographed ; these pictures are in- 
cluded in the syllabus. It provides an 
excellent means whereby individuals, 
study groups, or other organizations may 
obtain material for study of dental and 
oral pathology. 


Kodachrome Loan Sets + There are five 
categories of Kodachrome loan sets avail- 
able: (1) periodontal diseases, (2) 
mouth diseases, (3) oral manifestation 
of systemic disease, (4) benign and ma- 
lignant tumors, and (5) odontogenic 
tumors and cysts. The slides depict the 
lesions as they exist in the oral cavity, 
together with some histopathologic views 
of regions involved. These sets are ex- 
tremely popular so that there is a waiting 
list. Requests for their loan should be 
governed accordingly. 


Atlas of Dental and Oral Pathology + 
The fourth edition of the Atlas is still 
available. It is a valuable reference book. 
It covers the embryology and histology of 
dental structures, a brief description 
of disease entities, with a large number 
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of photomicrographs and photographs 
of the lesions described in this field. 

A fascicle on Oral Neoplasms by Col. 
Joseph L. Bernier, sponsored by the Com- 
mittee on Pathology, National Research 
Council, will soon be available from the 
American Registry of Pathology. An- 
nouncement of its release will be made in 
THE JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION. 


Consultation and Editorial Assistance * 
The Registry is prepared to furnish 
photomicrographs and _histopathological 
description of tissue and statistical infor- 
mation on disease for authors who are 
preparing manuscripts for publication. 
As the Registry has the largest collection 
of dental and oral pathological material 
in the United States, it can supply the 
author with a description of representative 
tissue in whatever category or disease 
entity is called for in his manuscript. 


Distribution of Teaching Material + 
Schools of dentistry lacking in teaching 
material in dental and oral pathology can 
secure from the Registry sets of micro- 
scopic slides covering the field of oral 
pathology at a nominal cost. These can 
be increased from time to time as new 
material is made available. Selected ex- 
amples, consisting of approximately 100 
cut and stained slides, Kodachromes and 
roentgenograms, are distributed on a 
regular basis to dental schools in the 
United States who seek such material to 
augment their teaching in this field. 

Teaching seminars and conferences are 
a most desirable approach to the dissemi- 
nation of knowledge to busy clinicians. A 
day or two spent on a specific subject will 
acquaint him with proper recognition 
and diagnosis, treatment and prognosis. 
The Registry is prepared to provide 
microscopic slides and teaching material 
for seminars in oral pathology. 


Training + The registry program, closely 
related as it is with the Department of 


Pathology, Armed Forces Institute of Pa- 
thology, has made it possible for those 
civilian dentists who are preparing for 
specialty board examinations in oral 
pathology or oral surgery to secure 
needed training and education in the 
field of pathology. 

From a_ storehouse of pathological 
material, the Institute is fast becoming a 
teaching and research institution, so in 
form it can be considered a “School of 
Pathology.” As a school then it is con- 
cerned with education, and it should 
provide opportunity for young men and 
women to study and do research work. 
They will necessarily come from both the 
armed services and civilian life. 

This opportunity is available, for the 
Institute staff is both qualified and in- 
terested in helping the younger indi- 
viduals to learn. The young man who 
is interested in the field of pathology as a 
career, the applicant for board speciali- 
zation, the teacher who desires to review 
a large number of instances of specific 
disease, or one who is interested in a 
research problem, will find the Institute 
ready to aid him in the fulfillment of his 
ambition. 

The Registry of Dental and Oral Pa- 
thology then is able to assist the practic- 
ing dentist in many ways. To summarize 
some of these services: 


1. Diagnosis and consultation service. 
a. Problems concerning oral pa- 
thology. 
b. Analysis of unusual clinical cases, 
particularly those of rare occurrence. 


2. Loan sets of microscopic slides. 
3. Loan sets of Kodachrome slides. 
4. Atlas of Dental and Oral Pathology. 


5. Consultation and editorial assist- 
ance, 

a. Preparation of photomicrographs 
for publication. 

b. Review of manuscript prepared 
for publication, particularly that portion 
relating to histopathologic interpretation. 
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c. Providing case histories and data 
from the Registry files for purposes of 
comparison in articles prepared for pub- 
lications. 

d. Assisting in obtaining 
material for textbooks. 

e. Reviewing literature on selected 
topics. 


special 


6. Distribution of teaching material. 
a. To schools and teaching institu- 
tions. 


7. Training. 
a. Specialty board applicants. 
b. Teachers. 
c. Research workers. 


d. Preparation of reading lists on 
special subjects for those preparing for 
board examinations. 

e. Making available physical and 
professional facilities for those wishing 
to study in person for short periods. 


8. Advising in preparation of table 
clinics and essays. 


9. Advice in technical matters relat- 
ing to the preparation of tissues. 

For further information concerning 
any or all of these services, inquiry should 
be directed to The Director, Armed 
Forces Institute of Pathology, Walter 
Reed Army Medical Center, Washing- 
ton 25, D. C. 


Supplement to the 


list of certified dental materials 


ADDITIONS * Since the publication of the most recently revised List of Certified Dental 
Materials, Revised to November 1, 1955, (J.A.D.A. 52:58 Jan. 1956), the following 
materials which conform to the American Dental Association specifications have been 
added. 
CERTIFIED DENTAL INLAY CASTING INVESTMENTS 
(A.D.A, SPECIFICATION NO. 2) 


Investment 


All Purpose, Formula 35 


Manufacturer or distributor 
The S. S. White Dental Mfg. Co. 


CERTIFIED DENTAL INLAY CASTING WAXES 
(A.D.A. SPECIFICATION NO. 4, FIRST REVISION ) 
Wax 


Blue Inlay—Hard 


Manufacturer or distributor 
The S. S. White Dental Mfg. Co. 
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COUNCIL ON DENTAL RESEARCH 


List of certified dental materials 
revised to December 1, 1956 


Because there has been some confusion 
regarding certified dental materials, the 
Council on Dental Research presents this 
summary to clarify the operation of its 
certification plan. 

The first fundamental item in this 
plan is the existence of official American 
Dental Association Specifications for 
Dental Materials. These specifications 
are the outcome of research by the 
American Dental Association Research 
Division at the National Bureau of 
Standards correlated with the clinical ex- 
perience of members of the Association. 

As the second step in the operation 
of the plan, the manufacturers are in- 
vited to certify to the Council on Dental 
Research that their products comply with 
the specifications. It would be manifestly 
impossible for the Council (through the 
American Dental Association Research 
Division at the National Bureau of 
Standards) to test every lot of every cer- 
tified material. For this reason, the Coun- 
cil has required that the manufacturer, 
on certifying a product, not only must 
guarantee that this product meets speci- 
fication requirements but also must fur- 
nish evidence that he maintains a testing 
program adequate to insure continual 
compliance of the product. 

On receipt of a certification for a new 
product with all required data, the Coun- 
cil procures a random sample through 
regular trade channels, usually by asking 
a dentist to act as its agent. This sample 
is tested for compliance with all speci- 
fication requirements. Only when the 
certification is complete and in proper 
form and the sample has passed all speci- 
fication tests does the Council accept the 
manufacturer’s certification. The name of 


the product is then added to the list of 
certified dental materials. 

This, however, is not the complete 
story. The continuation of any product 
on the list of certified dental materials 
is contingent on its maintenance at spec- 
ification quality. Surveys of all products 
on the list are made at the Council’s 
direction. These surveys are made on 
samples procured on the open market. 
Whenever a material fails to comply with 
the specification requirements, it is re- 
moved from the list and the manufac- 
turer is notified that his certification of 
the product is no longer acceptable. 
Thus, although the Council cannot test 
the entire production of dental materials, 
its certification plan calls for continuous 
testing by the manufacturer and check 
tests by the Research Division so that a 
constantly high level of quality of the 
products on the list will be maintained. 
Revisions of the list appear in THE 
JOURNAL OF THE AMERICAN DENTAL AS- 
SOCIATION from time to time. 

Lately there have appeared through 
the mail some advertisements for amal- 
gam alloys, mercuries, zinc phosphate ce- 
ments and acrylic resins with statements 
that the manufacturer guarantees them 
to comply with the specifications of the 
American Dental Association. An exam- 
ination of the list of certified dental ma- 
terials shows that some of the materials 
that have been so advertised have not 
been certified by their manufacturers to 
the Council on Dental Research. The cer- 
tification program is financed jointly by 
federal and American Dental Associa- 
tion funds, and no charge whatsoever is 
made to the manufacturer. If a manu- 
facturer is regularly testing his material, 
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then the only expense he will have in 
certifying the material to the Council 
is the cost of the three cent stamp re- 
quired for mailing the certificate and 
data. When a dentist sees a statement 
such as, “Every batch of this alloy is 
carefully tested before being released 
for shipment to be sure that it fully meets 
A.D.A. specifications,” he should be cer- 
tain to check the list of certified dental 
materials to see if the product appears 
there. 

In the purchase of certified material 
for use in dental practice, this list should 
be used as a buyer’s guide. In addition, 
the package of material received should 
be checked for its exact name as given 


in the list and for a statement thereon 
guaranteeing compliance with the speci- 
fication. The Council should be notified 
of any discrepancies. 

The materials appearing on this list will 
produce satisfactory restorations only if 
used properly. In almost all instances 
the respective manufacturers’ directions 
should be rigidly adhered to in using a 
specific material. In other words, the 
technic of using is as important as the 
material for the simple reason that an 
inferior technic will ruin or damage a 
superior material. Changes, made fre- 
quently in this list, are printed in the Re- 
ports of Councils and Bureaus section of 
THE JOURNAL. 


CERTIFIED DENTAL AMALGAM ALLOYS 


(A.D.A. SPECIFICATION NO. 1, FIRST REVISION ) 


Alloy 


Abner Fine Cut; Oxford 

Accurate Metalloy (filings ) 

Ames Alloy Quick Setting 

Argentum “A” cut; fine cut; 
medium cut 

Aristaloy 

Banner (filings ) 

Baring (improved fine cut) 

Brewster Medium 

Certified 

Cresilver 

Dee (filings) 

Fellowship 

Filling Alloy, fine grain 

Fleck’s 

Garfield’s 

Gem 

Gold Bond 

H & M Special 

Lustraloy Regular 

Midvalloy 

Minimax (filings) 173; 177; 178; 
178 non-zinc; 178 fine cut; 183; 
White Gold & Platinum; (shavings) 
177; 178 

Mission No. 5; No. 5 “A” Cut 

Modeloy (quick setting filings) 

Mynol Improved 

National Dental 

New Deal 

Oceanic Filling Alloy 

Odontographic “Improved” (filings) 


Manufacturer or distributor 


Abner Alloys Co. 

The L. D. Caulk Co. 

The W. V-B. Ames Co. 
Hammond Dental Mfg. Co 


Baker & Co., Inc. 

Goldsmith Bros. Smelting & Refining Co 
Baring Smelting & Refining Co. 
Brewster Laboratories 

Lee Smith Co. 

Crescent Dental Mfg. Co. 

Kerr Mfg. Co. 

Dental Protective Supply Co. 
Abe Bass 

Mizzy, Inc. 

Garfield Smelting & Refining Co. 
Certified Dental Supply Corp. 
Jefferson Dental Supply Co. 
Hauser and Miller 

Pfingst & Co. 

Midvale Dental Supply Co. 

The Minimax Co. 


Henry F. Bruce Co. 
Crescent Dental Mfg. Co. 
Mynol Chemical Co. 

Eskay Dental Products 
Miller Dental Co. 

Oceanic Chemical Co., Inc. 
Odontographic Mfg. Co. 
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Pearlol Wildberg Bros. Smelting & Refining Co. 
Peerless Herbert D. Damsky 
Precision Precision Bur Co. 
Research Oralloy Precious Metals Research Works, Inc. 
Royal Super First Setting Garhart Dental Specialty Co. 
Safco 69 Safco Laboratories 
Silver Crown Fast; Medium; General Refineries, Inc. 
Slow; non Zinc 
Silverloy (filings) ; F.C. #20 for Crescent Dental Mfg. Co. 
Proportioner ; (shavings ) 
Speyer Speyer Smelting & Refining Co. 
S-C Medium (filings) Stratford-Cookson Co. 
Standard Standard Dental Products Co. 
Stratco Edward P. Stratt 
Tri-Alloy Tri-Boro Dental Supply Co., Inc. 
True Dentalloy (filings); Cut “A” The S. S. White Dental Mfg. Co. 
Twentieth Century Regular; Special ; The L. D. Caulk Co. 
Fine Cut; Non Zinc 
Ultra Brand ; Fast Setting; Regular; H. Jelinek Dental Alloys 
72% Silver 
White Beauty; Fine Cut Lang Dental Mfg. Co. 
Yates Balanced J. Yates Dental Mfg. Co. 


CERTIFIED DENTAL INLAY CASTING INVESTMENTS 
(A.D.A. SPECIFICATION NO. 2) 


Investment Manufacturer or distributor 

All Purpose, Formula No. 35 The S. S. White Dental Mfg. Co. 
Baker Cristobalite Baker & Co., Inc. 

Beauty-Cast Whip-Mix Corp., Inc. 

Kerr Cristobalite-Inlay Kerr Mfg. Co. 

Ransom and Randolph Gray The Ransom & Randolph Co. 
Steele’s-Super The Ransom & Randolph Co. 


CERTIFIED DENTAL IMPRESSION COMPOUNDS 
(A.D.A, SPECIFICATION NO. 3, FIRST REVISION ) 


Compound Type Manufacturer or distributor 
Certified I Lee Smith Co. 

Exact I The S. S. White Dental Mfg. Co. 
Kerr Perfection ; I Kerr Mfg. Co. 


No. 2 Soft Green ; 
Grey; White; 


Black 
Mizzy Low Heat I Mizzy, Inc. 
S. S. White-Black-Tray Il The S. S. White Dental Mfg. Co. 
CERTIFIED DENTAL INLAY CASTING WAXES 
(A.D.A. SPECIFICATION NO. 4, FIRST REVISION ) 
Wax Manufacturer or distributor 
Baker-Blue—Regular medium Baker & Co., Inc. 
Blue Inlay—Hard The S. S. White Dental Mfg. Co. 
Kerr-Blue—Hard Kerr Mfg. Co. 
Security The Cleveland Dental Mfg. Co. 


Taggart’s Blue Mizzy, Inc. 
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CERTIFIED DENTAL INLAY CASTING GOLD ALLOYS 
(A.D.A. SPECIFICATION NO. 5) 
TYPE A, SOFT 


Alloy 


Aderer-A-Soft 

Baker Inlay Soft 

Chilcast No. 1 

Coe 1 

Crown Inlay No. 2 Soft; K 

Deeone 

GB Inlay No. 1 Soft 

Jelenko Special Inlay 

Krause Soft Inlay 

Leff Light Inlay 

Luft “A” 

Mowrey’s S-1; S-M 

Ney-Oro A; AA 

Noble No. 1 

Research A 

Spyco Soft; Eleven 

S. S. White No. 2; 900 soft; 
940 Very Soft 

Stern S 

Wildberg A-2 

Wilkinson 2S 

Williams Inlay 3; Will-Cast 22 


Manufacturer or distributor 


Julius Aderer, Inc. 

Baker & Co., Inc. 

Vernon-Benshoff Co. 

Coe Laboratories, Inc. 

General Refineries, Inc. 

Dee Division of Handy & Harman 
Goldsmith Bros. Smelting & Refining Co. 
J. F. Jelenko & Co., Inc. 

Krause Gold Refinery 

Leff Dental Golds 

John Luft Prescription Alloys 

W. E. Mowrey Co. 

The J. M. Ney Co. 

Noble Metals & Alloys Co. 

Precious Metals Research Works, Inc. 
Spyco Smelting & Refining Co. 

The S. S. White Dental Mfg. Co. 


I. Stern & Co., Inc. 

Wildberg Bros. Smelting & Refining Co. 
Wilkinson Co. 

The Williams Gold Refining Co., Inc. 


TYPE B, MEDIUM 


Alloy 


Aderer-B-Medium 

Aleco No. 1; No. 2 

Baker Inlay Medium 

Chilcast M; 2M 

Coe 2 

Crown Inlay No. 1 Hard; Knapp No. 2; 
T 


Deetwo 

GB Inlay No. 2 Medium Hard 

Jelenko Modulay; Platincast 

Krause Hard Inlay 

Leff Medium Soft 

Luft “B” 

Mowrey’s B-Inlay; S-2; No. 91; T 

Ney-Oro A-1; A-10 

Noble No. 2 

Spyco Inlay; Medium; Tinker One 

S. S. White No. 1; No. 5; No. 820 

Stern 1 

Wildberg “A” 

Wilkinson 8M 

Williams Pioneer ; Special Inlay; 
One “Inlay” 


Manufacturer or distributor 


Julius Aderer, Inc. 

A. L. Engelhardt Co. 
Baker & Co., Inc. 
Vernon-Benshoff Co. 
Coe Laboratories, Inc. 
General Refineries, Inc. 


Dee Division of Handy and Harman 
Goldsmith Bros. Smelting & Refining Co. 
J. F. Jelenko & Co., Inc. 

Krause Gold Refinery 

Leff Dental Golds 

John Luft Prescription Alloys 

W. E. Mowrey Co. 

The J. M. Ney Co. 

Noble Metals & Alloys Co. 

Spyco Smelting & Refining Co. 

The S. S. White Dental Mfg. Co. 

I. Stern & Co., Inc. 

Wildberg Bros. Smelting & Refining Co. 
Wilkinson Co. 

The Williams Gold Refining Co., Inc. 
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Alloy 


Aderer-C-Hard; “Dressel” 

Aleco No. 4 

Baker Hard Inlay 

Chilcast No. 2; No. 2-H 

Coe 3 

Crown No. 9; Knapp No. 3; 
Supreme Inlay; TT 

Deesix 

GB Inlay No. 3 Hard 

Jelenko Durocast; Firmilay 

Leff C 

Luft “C” 


Mowrey’s S-3; Special; No. 120; TT 


Ney-Oro B; B-2 
Noble No. 3 
Research No. 5; “Inlay” 


Spyco No. One-H; Six; Tinker Two; 


Hard 


S. S. White No. 8; No. 13; 860 Hard 


Stern 2; 3337; H 
Wildberg “C” ; B 


TYPE C, HARD 


Manufacturer or distributor 


Julius Aderer, Inc. 

A. L. Engelhardt Co. 
Baker & Co., Inc. 
Vernon-Benshoff Co. 
Coe Laboratories, Inc. 
General Refineries, Inc. 


Dee Division of Handy & Harman 
Goldsmith Bros. Smelting & Refining Co. 
J. F. Jelenko & Co., Inc. 

Leff Dental Golds 

John Luft Prescription Alloys 

W. E. Mowrey Co. 

The J. M. Ney Co. 

Noble Metals & Alloys Co. 

Precious Metals Research Works, Inc. 
Spyco Smelting & Refining Co. 


The S. S. White Dental Mfg. Co. 
I. Stern & Co., Inc. 
Wildberg Bros. Smelting & Refining Co. 


Williams Klondiker ; Special “Four” The Williams Gold Refining Co., Inc. 


CERTIFIED DENTAL MERCURIES 
(A.D.A. SPECIFICATION NO. 6) 


Mercury Manufacturer or distributor 
Argentum Hammond Dental Mfg. Co. 
Ballard’s Quicksilver Producers Association 
Certified Lee Smith Co. 

Chemically Pure The S. S. White Dental Mfg. Co. 
C. P. Mercury Goldsmith Bros. Smelting & Refining Co. 
C. P. Mercury H. Jelinek Dental Alloys 

Crown General Refineries, Inc. 

Dee Brilliant Kerr Mfg. Co. 

Dental Drug Laboratories, Inc. 

Dental, C. P. F. W. Berk & Co., Inc. 
Fellowship Dental Protective Supply Co. 
Garfield’s Garfield Smelting & Refining Co. 


Garhart’s Positively Pure 
Krause’s Pure 

Merck Redistilled N.F. 
Mercury C. P. 

Mercury C. P. 

Mercury N.F. IX Redistilled 
Minimax 


Garhart Dental Specialty Co. 

Krause Gold Refineries 

Merck & Co., Inc. 

Metalsalts Corp. 

Wildberg Bros. Smelting & Refining Co. 
Mallinckrodt Chemical Works 

The Minimax Co. 


Mission Henry F. Bruce Co. 

Mowrey Mercury W. E. Mowrey Co. 

Mynol Mynol Chemical Co. 

Ney The J. M. Ney Co. 

Odontographic Odontographic Mfg. Co. 

Research Precious Metals Research Works, Inc. 
Spectropure Baker & Co., Inc. 


Spyco 


Spyco Smelting & Refining Co. 
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Twentieth Century The L. D. Caulk Co. 

Williams The Williams Gold Refining Co., Inc. 
(Applies to Williams’ one pound 
bottles only, as quarter pound 
containers are not glass or 
polyethylene. ) 


CERTIFIED DENTAL WROUGHT GOLD WIRE ALLOYS 
(A.D.A. SPECIFICATION NO. 7) 


Alloy Manufacturer or distributor 

Aderer No. 20 Clasp Julius Aderer, Inc. 

Baker Q. A. Baker & Co., Inc. 

Crown Hylastic General Refineries, Inc. 

Deepep-Hard Dee Division of Handy & Harman 

GB Medium Fusing; Regular High Goldsmith Bros. Smelting & Refining Co. 
Fusing 

Jelenko No. 3 Wire; Super J. F. Jelenko & Co., Inc. 
Wire 

Ney-Oro Elastic No. 4 The J. M. Ney Co. 

Spyco No. 2; No. 4 Spyco Smelting & Refining Co. 

S. S. White No. 12; No. 61 The S. S, White Dental Mfg. Co. 
Metalba 

Stern No. 2657 I. Stern & Co., Inc. 

Vernon-Benshoff Clasp Wire Vernon-Benshoff Co. 
No. 6 

Williams No. 1 Super; No. 2 The Williams Gold Refining Co., Inc. 


High Fusing Clasp; No. 3 
High Tensile 


CERTIFIED DENTAL ZINC PHOSPHATE CEMENTS 
(A.D.A. SPECIFICATION NO. 8, FIRST REVISION ) 


Cement Manufacturer or distributor 

Ames Z-M The W. V-B. Ames Co. 

Bosworth’s Zinc Harry J. Bosworth Co. 

Caulk Crown and Bridge; The L. D. Caulk Co. 
Petroid Improved; Tenacin 

Certicem Lee Smith Co. 

Fleck’s Extraordinary Mizzy, Inc. 

Lang Crown Bridge and Inlav Lang Dental Mfg. Co. 

s-C Stratford-Cookson Co. 

Smith’s Lee Smith Co. 

S. S. White Silver Improved ; The S. S. White Dental Mfg. Co. 


Zinc ; Zinc Improved 


CERTIFIED DENTAL SILICATE CEMENTS 
(A.D.A. SPECIFICATION NO. 9, FIRST REVISION ) 


Cement Manufacturer or distributor 
Ames Plastic Porcelain The W. V-B. Ames Co. 
Astralit Premier Dental Products Co. 


Baker Plastic Porcelain Baker & Co., Inc. 
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DeTrey’s Synthetic Porcelain; The L. D. Caulk Co. 
Syntrex 

Durodent Enamel Oskar Schaefer 

Smith’s Certified Enamel Lee Smith Co. 
Improved 

S. S. White Filling Porcelain The S. S. White Dental Mfg. Co. 
Improved 


CERTIFIED HYDROCOLLOIDAL IMPRESSION MATERIALS—-AGAR TYPE 
(A.D.A. SPECIFICATION NO. 11) 


Material Manufacturer or distributor” 
Coe-Loid 66 Coe Laboratories, Inc. 

Crown Hydrocolloid General Refineries, Inc. 

Deelastic Kerr Mfg. Co. 

Dentocoll The L. D. Caulk Co. 

Elastic Colloid The S. S. White Dental Mfg. Co. 
Kerr Hydro-Colloid Kerr Mfg. Co. 

Perfectocoll Baker & Co., Inc. 

Plasticoll Lee Smith Co. 

Surgident Surgident, Ltd. 


CERTIFIED DENTURE BASE RESINS 
(A.D.A. SPECIFICATION NO. 12, SECOND REVISION ) 
TYPE I, HEAT-CURING 


Material Form Manufacturer or distributor 
Acralite Clear; pink; powder-liquid Acralite Co., Inc. 
Acri-Lux Pink; powder-liquid Acri-Lux Dental Mfg. Co. 
Acrylic A 

Pink Pink; powder-liquid 
Acrylic A : 

Mottled Pink ; powder-liquid Austenal Laboratories, Inc. 
Acrylic A 

Orange-Pink Pink ; powder-liquid 
BioLux 

“331” Pink; powder-liquid B. L. Dental Co., Inc. 
Densene 33 Clear; pink; powder-liquid | 
Densene 33, Cosmos Dental Products, Inc. 

Varihued Pink ; powder-liquid | 
Denture 

Acrylic Clear; pink; powder-liquid The S. S. White Dental Mfg. Co. 
Duraflow Pink; powder-liquid Product Research Lab., Inc. 
Enciton Pink; powder-liquid The L. D. Caulk Co. 
Hygienic Pink; powder-liquid The Hygienic Dental Mfg. Co. 
Improved 

Justi-Tone 

T-3 Pink ; powder-liquid H. D. Justi & Son, Inc. 
Jectron Pink; precured blank Toledo Dental Products Co. 
Lang’s Pink ; powder-liquid Lang Dental Mfg. Co. 


Lucitone Clear; pink; powder-liquid } The L. D. Caulk Co. ” 


Lucitone Pink ; plastic cake 
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Luxene 44 Pink ; plastic cake Luxene, Inc. 
Miracryl Pink; powder-liquid The Motloid Co., Inc. 
Palatex Pink ; powder-liquid 
Palatex Rockland Dental Co., Inc. 
Mottled Pink ; powder-liquid 
Perma Cryl Pink ; powder-liquid Acri-Lux Dental Mfg. Co. 
Vernonite Clear ; pink ; plastic cake Vernon-Benshoff Co. 
Pink; powder-liquid 
Vitacrilic Pink ; powder-liquid Fricke Dental Mfg. Co. 
Vita-Lite Pink ; powder-liquid Vita-Lite Products Co. 
Vitalon 
Even Tone Pink ; powder-liquid 
Mottle Tone Pink ; powder-liquid Austenal Laboratories, Inc. 
Tissue Tone Pink ; powder-liquid 


TYPE Hl, SELF-CURING 


Material Form Manufacturer or distributor 


Acralite 88, Tissue Pink; powder-liquid 


Tone Acralite Co., Inc. 
Acralite 88, True Pink ; powder-liquid 

Life 
Densene 33 Pink ; powder-liquid Cosmos Dental Products, Inc. 
Palatex 51 Pink; powder-liquid Rockland Dental Co., Inc. 


CERTIFIED SELF-CURING REPAIR RESINS 
(A.D.A. SPECIFICATION NO. 13) 


Material Manufacturer or distributor 


Bindit Rockland Dental Co., Inc. 
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Book Reviews 


ANESTHESIA: THIEF OF PAIN 


By Sylvan M. Shane. 87 pages with 3 
photographs. $2.50. New York, Vantage 
Press, 1956. 


This little book is written by a dentist pur- 
portedly to give the patient or patient-to-be a 
clearer understanding of anesthesia and thus 
to allay his fears of the impending ordeal. It 
sets forth in simple language what happens 
before and during anesthesia both in the hos- 
pital and in office practice. As such, this book 
fills a real need. On the whole it is well written, 
and some parts of it are delightfully presented, 
such as the account of the journey of the ether 
vapor through the body. In other parts the 
author’s approach almost borders on flippancy, 
such as when he traces the origin of the 
obstetrician’s hemorrhoids and the pinching 
of nurses. 

It is regrettable that a book which could 
have been such a success should be open to 
criticisms as serious as those which apply to 
Dr. Shane’s publication. The author should 
have stated at the beginning that his book 
presents his own concept of anesthesia only, 
which is by no means that of all practicing 
anesthesiologists. 

Several times in the book he seems to indi- 
cate that a patient with a head cold can be 
safely anesthetized by any method other than 
ether. This statement is certainly open to 
serious question. His description of the induc- 
tion of anesthesia for a frightened child who is 
held down by a number of assistants until a 
needle can be inserted for the injection of 
thiopental sodium is reminiscent of his de- 
scription of events before the advent of anes- 
thesia when patients were also forcibly re- 
strained. There are many smoother methods 
of inducing anesthesia in children, which do 
not resort to force, for example, rectal medica- 
tion. 

He states that nurse anesthetists “administer 
all types of general anesthetics under the 
supervision of an anesthesiologist.” This may 
happen in the author’s own institutions, but 
it certainly does not apply to the large ma- 
jority of hospitals throughout the country. It 
would be unfortunate if a lay person reading 
this book got the idea that he is safe in the 
hands of a nurse anesthetist because she is 
supervised by a fully trained specialist. 


The greatest criticism the reviewer has of 
this book is that it refers in several instances 
to the drug N-propy! methyl ether (Metopryl) 
which the author introduced in 1945 and which 
is hardly ever used in anesthesia practice 
today. This drug has no place whatever in a 
book of this sort, especially when well accepted 
agents such as vinyl ether (Vinethene) and 
trichloroethylene (Trilene, Trimar) are not 
even mentioned once despite their common use 
in both surgical and dental anesthesia practice. 
Furthermore, the author devotes one entire 
chapter to balanced anesthesia, but he de- 
scribes only his own method. He gives no indi- 
cation whatsoever that there are other types 
of combined technics, many of which are much 
more widely practiced than the Shane-Ashman 
method, which he devised and advocates. 

Despite its admitted good points, a book 
written from such a partial viewpoint cannot 
be recommended to the type of reader for 
whom it is destined and who must accept the 
presentation on its face value. 

G. M. Wyant 


COLOR ATLAS OF ORAL PATHOLOGY 


U. S. Naval Dental School of the Na- 
tional Naval Medical Center. 188 pages 
with 461 figures in color. Index. $12. 
Philadelphia, ]. B. Lippincott Co., 1956. 


The preparation of material for histologic 
examination and study is in its most essential 
respect a color process. On this account, histo- 
logic illustration lends itself ideally to color. 
The color reproduction is one of the out- 
standing advantages of this publication. An- 
other is the fact that the original color trans- 
parencies were chosen principally from the 
best in three outstanding collections in this 
field rather than from just one. A third is that 
the text supplied to describe the pictures, pre- 
pared originally for the officer training pro- 
grams of the Naval Dental Corps, is clear and 
highly suited for teaching purposes. It is also 
well adapted for the use of practitioners and 
others interested in oral disease. Finally, the 
publisher has cooperated splendidly to pro- 
duce a volume of high quality. 

The pathologic material is preceded by a 
useful chapter on normal histology and de- 
velopment, 16 pages in length with 65 figures 
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and charts of the same high quality as that of 
the body of the book. There is a useful table of 
contents, a more than adequate index and a 
well-selected bibliography which is over 20 
pages long. 

In addition to the introduction, there are 
four chapters: developmental disturbances, 
diseases of the teeth and supporting struc- 
tures, diseases of the oral mucosa and neo- 
plasms. This book is a worthy companion 
piece to the Color Atlas of Pathology recently 
published by Lippincott and another splendid 
contribution to the field of visual education. 
It deserves unlimited support from students, 
teachers and practitioners, both in dentistry 
and medicine. 


Edward H. Hatton 


GEISTIGE HYGIENE: FORSCHUNG UND 
PRAXIS (MENTAL HYGIENE: RESEARCH 
AND PRACTICE ) 


By Maria Pfister-Ammende. 616 pages. 
Index and bibliography. 36 Swiss Francs. 
Basel, Benno Schwabe Verlag, 1955. 


The three aims of the World Health Organiza- 
tion are to achieve the complete physical, 
mental and social health of all mankind. In 
this book, the second of these aims, mental 
health, is described. Because of its short but 
rapid course of development, mental health 
care is still subject to controversy and is faced 
with difficulties of environmental and psycho- 
logical character. 

This book discusses international research on 
mental hygiene in such a way as to interest phy- 
sicians, dentists, biologists, sociologists and edu- 
cators. It describes the work being done in var- 
ious Countries, mainly European. As a document 
indicating the position and trend of psycho- 
therapy, this compilation of 47 contributions 
still calls for further comment. This book indi- 
cates that the majority of its contributors de- 
vote themselves more or less to lecturing on 
theory without explaining the relation of 
theory to concrete practice. Meanwhile, man- 
kind is left to struggle with the worldwide 
problem of mental health. 

The four vital objects to which this book is 
devoted are as follows: (1) obtaining an edu- 
cation free of anxiety and hate; (2) establish- 
ing sensible forms of contact between man and 
his fellows; (3) relieving the healthy popula- 
tion from the burden of the mentally ill by 
appropriate psychological (psychotherapeutic) 
methods, and (4) creating a freer and healthier 
mental environment for the next generation. 

This book’s greatest value is that it puts 
technical information into a simple, under- 
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standable language (each article is accom- 
panied by summaries in English and French) 
that can be used by physicians, dentists and 
educators in explaining the problem of mental 
hygiene to both the school children and their 
parents. 

This is an intelligently written and easily 
read book, excellently produced and printed, 
and those who are interested in mental hygiene 
may study further in the volumes listed in the 
extensive bibliography. 

Paul H. Glucksman 


DIE ZAHNARZTLICHE BEHANDLUNG DES 
KINDES (DENTISTRY FOR CHILDREN ) 


By Josef Miinch, Dr. Med., Dr. Med. 
Dent. Third edition. 258 pages with 208 
illustrations, 2 in color. Index. Paper 
cover, D.M.15; cloth binding, D.M.16.20. 
Leipzig, Johann Barth, 1956. 


The rapid progress of dental and medical re- 
search in the past few years has led the au- 
thor to rework portions of his book for this 
new edition. For the same reason, new sections 
have been added, notably those on fluorine 
prophylaxis and fluorine therapy and on perio- 
dontics. 

There are 22 chapters in all. The first ten 
are devoted primarily to the deciduous teeth, 
considered under the headings of anatomy, 
calcification and resorption, histology, caries 
(prophylaxis, treatment), restoration, diseases 
of the pulp, periodontitis and periodontosis. 
There is a good, short chapter on child psy- 
chology for the pedodontist. 

The remaining chapters take up hormones, 
vitamins as related to diseases of the child’s 
oral cavity, pathologic phenomena, oral in- 
flammatory changes and infections, specific 
infections (syphilis, tuberculosis, and others), 
general diseases which are related to specific 
diseases in the oral cavity (diphtheria, teta- 
nus), diseases involving the tongue, cysts and 
neoplasms, oral surgery in the child, pros- 
thetic procedures, tooth and jaw anomalies 
and their treatment. The final chapter dis- 
cusses the deciduous teeth as foci of infection. 
The author points out that such infections 
may affect the child through loss of appetite, 
digestive disturbances, slight temperature ele- 
vation or may lead to more serious disturb- 
ances such as sinusitis, pharyngitis, bronchitis, 
endocarditis and rheumatic arthritis. 

The book is adequately illustrated, although 
the halftone reproductions do not quite match 
the quality to which we are accustomed in 
German publications. Technical procedures 
and prosthetic devices are illustrated chiefly by 
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clear line drawings. Sections on tooth resorp- 
tion, histology and pathologic conditions are 
well illustrated with photomicrographs. It is 
unfortunate that references to the literature 
are made only by author and year; no journal 
references are given. 

The technical terms should not prove trou- 
blesome, for many are given in the Latin 
forms or else closely resemble their English 
equivalents. The reader with a basic knowl- 
edge of German should not find this book a 
difficult one. 

Vernon E. Krahl 


ZAHNHEILKUNDE UND INNERE MEDIZIN 
(DENTISTRY AND INTERNAL MEDICINE) 


By Hermann Mathis, Dr. Med., and Wil- 
helm Winkler, Dr. Med. Third edition. 
354 pages with 99 illustrations. Index. 
Paper cover, D.M.21.50; cloth binding, 
D.M.24. Leipzig, Johann Barth, 1956. 


The authors’ foreword states that this book is 
neither a textbook of internal medicine for the 
dentist nor a compendium of stomatology for 
the general practitioner but is intended to 
link internal medicine and dentistry. The au- 
thors have skilfully drawn together informa- 
tion from the fields of nutrition, endocrinol- 
ogy, pathology, hematology and neurology and 
have presented it in a form which should 
prove to be useful and thought-provoking to 
both the dentist and physician. 

Space does not permit a coverage of the 
dozens of diseases, diagnostic procedures and 
other subjects considered, but a listing of 
chapter headings will indicate the scope cf 
the book. An introductory chapter on heredity 
and constitution as they relate to disease is 
followed by chapters on masticatory appa- 
ratus and digestion, caries and nutrition, the 
vitamins, internal secretion and metabolic dis- 
eases as related to dentistry, pathologic 
changes of the oral mucosa with special ref- 
erence to early diagnosis, periodontosis, odon- 
togenous focal infection complex, antibiotic 
therapy and diseases of the blood. There is 
a brief, but valuable, chapter on unfavorable 
reactions of the patient during dental treat- 
ment and methods by which these reactions 
may be prevented or treated. The final chap- 
ters are on nervous diseases in relation to 
dentistry (neuralgias, paralyses, and others) 
and oral hygiene. 

The halftone reproductions are well done, 
and the photomicrographs are particularly 
good. Wherever possible, the authors have 
presented large quantities of information in 
tabular form. A valuable feature is the in- 


clusion at the end of most chapters of a list 
of pertinent bibliographic references. Ameri- 
cen dentists and physicians should find both 
the content and approach of this book suf- 
ficiently rewarding to compensate them for 
the additional effort required in the reading 
of a foreign language publication. 
Vernon E. Krahl 


A STEREOSCOPIC ATLAS OF HUMAN 
ANATOMY—SECTION III: THE UPPER 
EXTREMITY—REELS 95-112 


By David L. Bassett, M.D. Color photo- 
graphs by W. B. Gruber. Index. Price 
not listed. Portland, Ore., Sawyer’s, Inc., 
1955. 


Some time ago this reviewer reported enthusi- 
astically on the section on head and neck of 
this Atlas. The section on the upper extremity 
is excellent also. Again, dissectional technic 
and photography are beyond praise. However, 
it appears to this writer that the selection of 
material can be criticized. Some details are 
overemphasized, for instance, some of the 
muscles of the forearm are overly stressed, 
while others, as, for instance, the relation of in- 
terosseous and extensor muscles of the fingers, 
are inadequately described. This shortcoming 
cannot detract from the excellence and the 
enormous teaching value of the work. 
Harry Sicher 


A TEXTBOOK OF ENDODONTOLOGY 


By Edgar D. Coolidge, M.S., D.D.S., and 
Robert G. Kesel, D.D.S., M.S. Second 
edition. 366 pages with 210 figures and 
one colored plate. Index. $7.50. Phila- 
delphia, Lea @ Febiger, 1956. 


Dr. Coolidge’s long and distinguished career 
in dental pedagogy, particularly in the fields 
of operative dentistry, materia medica and 
periodontics assures the reader of the sound- 
ness of this second edition of this book. Dr. 
Kesel, who also is well known for his research 
in dental caries and endodontics, adds further 
to that assurance. Dr. Kesel has written the 
chapter on dental caries, revised the chapter 
on focal infection and contributed other ma- 
terial relating to his own teachings that help 
bring the text up to date. 

Most chapters have been revised or rewrit- 
ten. In addition to new chapters on dental 
caries, partial pulp removal and bacteriology 
in endodontic treatment, new references and 
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quotations from other authors have been 
added. There could be disagreement on the 
inclusion of the chapter on dental caries in a 
textbook related to endodontology, although 
every page in this chapter bears evidence of 
thought and care in the choice of material and 
in writing. 

This reviewer may be critical of details, but 
he cannot fail to be impressed by the amount 
of information in the book. However, some 
important procedures that are relevant to 
actual endodontic practice should be ampli- 
fied and others, now omitted, should be in- 
cluded. Some obsolete methods and unneces- 
sary illustrations could well be eliminated. 

Nothwithstanding such criticism, the text 
has considerable merit by virtue of its scope. 
It is well written and should have appeal to 
anyone interested in endodontology. A word of 
gratitude is due the publishers for the excel- 
lence of the printing and attractiveness of the 
binding. 

E. Alan Lieban 


CLINICAL RECOGNITION AND MANAGEMENT 
OF DISTURBANCES OF BODY FLUIDS 


By John H. Bland, M.D., Second edition. 
522 pages with 109 figures and diagrams. 
Index. $11.50. Philadelphia, W. B. Saun- 
ders Co., 1956. 


This edition, like the first, was prepared pri- 
marily for use by clinicians either in general 
practice or in a specialty. It deals with those 
diseases in which there are deviations in the 
amount, distribution, concentration and elec- 
trolyte content of the body fluids. Although 
recent research seems to reveal that this is a 
highly technical subject, quite beyond the 
capacity of the average clinician, the author 
believes such an assumption is far from the 
truth. In this volume he aims to impart a 
sound understanding of such fundamental 
principles as will enable the practitioner to 
manage disturbances of the body fluids effec- 
tively. 

Such principles seem to be relatively few. 
By means of numerous charts and diagrams, 
the author presents the subject in terms easily 
understood by an intelligent physician. The 
text is authoritative and well written. In all, 
there are 18 chapters including an introduction 
on the problems of nomenclature and a glos- 
sary of abbreviations. 

The subjects covered include circulatory 
disturbances and electrolyte alterations in in- 
fants, in aged persons, in pulmonary disease 
and in surgical metabolism. Disturbances in 
related conditions are discussed also. Den- 
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tists collaborating with physicians and hospi- 
tals in the management of sick people will find 
this book helpful and interesting. 

Edward H. Hatton 


TUMORS OF THE CARDIOVASCULAR SYSTEM 


By Benjamin H. Landing, M.D., and 
Sidney Farber, M.D., 138 pages with 138 
illustrations. $1.50. Washington, D.C., 
Armed Forces Institute of Pathology, 
1956. 


TUMORS OF THE THYMUS GLAND 


By Benjamin Castleman, M.D. 82 pages 
with 81 illustrations and 4 color plates. 
$1. Washington, D.C., Armed Forces In- 
stitute of Pathology, 1955. 


TUMORS OF THE FEMALE SEX ORGANS: 
PART |. HYDATIDIFORM MOLE AND 
CHORIOCARCINOMA 


By Arthur T. Hertig, M.D., and Hazel 
Mansell, M.B., B.S. 63 pages with 65 
illustrations and 2 color plates. $1. Wash- 
ington, D.C., Armed Forces Institute of 
Pathology, 1956. 


These are three additions to the Atlas of 
Tumor Pathology which is being produced 
under the auspices of the National Research 
Council, and which is sponsored by a number 
of groups interested in tumors. The text is 
relatively brief and largely limited to that 
needed to accompany the illustrations, a prac- 
tice quite conventional in a publication of the 
atlas type. 

Portions of this monumental Atlas have 
been published previously, and it seems to be 
the policy of the publisher to issue them in 
temporary paper bindings, perforated for the 
convenience of libraries and others in han- 
dling and assembling each unit as it is printed 
and offered for sale. The illustrations are of 
the highest quality, and the reproductions 
equally good. The subjects are well chosen, 
and all authors are qualified for the particu- 
lar task assigned to each. The authors have 
had the assistance of many other specialists. 
The text is well written and fortified by nu- 
merous tables and adequate references to the 
literature. In each division there is an ade- 
quate table of contents but no index. Physi- 
cians, surgeons and pathologists, especially 
those dealing clinically with tumors, will find 
these indispensable reference monographs. 

Edward H. Hatton 
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TEXTBOOK OF MEDICAL PHYSIOLOGY 


By Arthur G. Guyton, M.D. 1,030 pages 
with 577 illustrations. Index. $13.50. 
Philadelphia, W. B. Saunders Co., 1956. 


The many fine features of this book are im- 
pressive. The type, printing, and plan of the 
book make it easy to read. One feels that 
the author has had much experience in the 
field and understands how material should be 
presented. The line drawings and illustrations, 
while simple, are excellent and aid in making 
the text material understandable. Much new 
information is presented. The chapter on radia- 
tion is particularly appropriate at this time. 
The book apparently is intended for the 
beginning physiologist. This reviewer feels that 
the author in his effort to stimulate and moti- 
vate the student has introduced too much 
pathological physiology and has dwelled too 
much on abnormalities. Normal physiology is 
not covered adequately enough to give the stu- 
dent a thorough basis for his future work. 
Many teachers will be inclined to rely on 
standard texts of the past, but they will be 
surprised and pleased with the many fine fea- 
tures of this book. It deserves consideration. 
Earl O. Butcher 


OPERATIVE DENTAL SURGERY 


By J. B. Parfitt and W. E. Herbert. 
Seventh edition. 524 pages with 302 illus- 
trations. Index. $9. Baltimore, Williams 
@ Wilkins Co., 1955. 


The scope of this book is similar to that of 
previous editions. It covers the practical 
aspects of dentistry with the exception of 
orthodontics and prosthetics. The text has 
been revised and more than 100 new illustra- 
tions have been added and some older ones 
omitted. The book is cloth bound, printed on 
a good quality of glazed paper and easy to 
read. 

To cover in one volume all the major sub- 
jects in dentistry, with the exception of the 
two mentioned, is indeed a great task—-made 
larger by the inclusion of sections on dental 
surgery, the dentist and his assistant, mouth 
examinations and treatment planning. There is 
an early chapter in which asepsis and steriliza- 
tion are emphasized. The sections on diagnosis 
of dental pain and on interpretation of dental 
roentgenograms are particularly commendable. 
The chapter on local anesthesia (35 pages) 
is a good guide for the beginner and reference 
work for the practitioner. 

Even though much detail must be omitted 
in a book covering so wide a range of subjects, 


it is the opinion of this reviewer that the pa- 
thology of caries in relation to cavity prepara- 
tion and the principles of cavity preparation 
have not been covered adequately. The state- 
ment that the actual shape of the cavity out- 
line of a Class V cavity is of little importance, 
for example, cannot be accepted. Considerable 
emphasis is placed on the protection of the 
pulp in “conservative” dentistry. Lining all 
cavities with zinc phosphate cement is advo- 
cated. 

One hundred and fifty-eight pages are 
allotted to filling materials and technics for 
their use. There are sections on pulpless teeth 
and their treatment (55 pages), crowns and 
bridges (60 pages), periodontics (20 pages) 
and extractions (20 pages). 

Robert E. Blackwell 


BLAKISTON’S NEW GOULD 
MEDICAL DICTIONARY 
Edited by Normand L. Hoerr and Arthur 


Osol. Second edition. 1,463 pages with 
252 illustrations on 45 plates. Appendixes 


and tables. $11.50. New York, The 
Blakiston Division, McGraw-Hill Book 
Co., 1956. 


Gould’s A New Medical Dictionary appeared 
in 1890 and resulted in numerous editions. 
The first edition of Blakiston’s New Gould 
Medical Dictionary, issued in 1949, carried on 
the scholarly tradition of its forerunners. The 
new, second edition provides 12,000 new terms, 
169 pages more than the first edition and 
8,000 changes; spellings and usages have been 
modernized, and obsolete or unused terms have 
been omitted. The editors report that pro- 
fessional literature was studied for new terms 
to be defined, and that each entry in the first 
edition was reconsidered, and, if necessary, 
redefined or expanded to conform with cur- 
rent usage. 

The second edition represents the work of 
a staff of 88 contributing editors in addition to 
the editorial board. Among the contributing 
editors are several dental educators. Extended 
coverage has been given to terms in dentistry; 
the second edition also includes many new 
words in biochemistry, organic medicinal 
chemistry, nuclear science, chest surgery and 
psychiatry. 

The same excellent set of 45 plates offered 
in the first edition has been reproduced. The 
plates are grouped together for easy reference. 
A new table—radioactive and other isotopes 
commonly used in medicine—has been added 
to the appendix, and two tables presented in 


a 


the first edition—diets, and veterinary doses— 
have been dropped. 

Drugs are defined as described in The 
Pharmacopeia of the United States of 
America, fifteenth revision (1955); in The 
New National Formulary, tenth edition 
(1955), and in New and Nonofficial Remedies 
(1955). 

The useful system of pronunciation is ex- 
plained as is the arrangement of material. The 
material is organized logically. The typography 
follows that of the first edition and is eminently 
readable. Paper and binding are excellent. 

The second edition of Blakiston’s New 
Gould Medical Dictionary, like the first, should 
be a useful reference tool for the practitioner, 
student, scientist, editor, writer and educator. 


N. C. Hudson 


STRONG-CARTER DENTAL CLINIC: 
THIRTY-FIFTH ANNUAL REPORT 


By the Strong-Carter Dental Clinic. 44 
pages with illustrations. Palama Settle- 
ment, Honolulu, 1955. 


The Strong-Carter Dental Clinic in Honolulu 
provides dental service for children whose par- 
ents cannot afford care by private dentists. 
It is largely supported by funds from the 
Strong Foundation, a private organization. 
The Clinic provides routine services including 
sodium fluoride treatment. Orthodontics and 
space maintenance are not included. When 
time and personnel permit, patients are re- 
called for six month checkups. 

During the fiscal year 1955, the period cov- 
ered by the present report, a staff of seven 
dentists, a dental hygienist and eight ancillary 
workers treated 4,403 children. Of these, a 
little less than half received a complete dental 
service (examination of all oral conditions, 
elimination of foci of infection of dental origin, 
conservative treatment of serviceable teeth, 
restoration of the soft tissues, removal of stains 
and deposits from the teeth and instruction 
in oral hygiene). The other half were still at- 
tending at the close of the year. The cost to 
the Clinic was $75,764.82. 

During the year, 25 per cent of Honolulu’s 
public and private elementary school children 
were eligible for care at the Clinic; nearly 80 
per cent received treatment. 

The clinic staff is recruited largely through 
Mainland dental schools. Dentists are em- 
ployed on a full-time basis and are not per- 
mitted to have a private practice. A salary 
of $4,800 is paid during the first year of em- 
ployment. 
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The Clinic’s 1955 report contains informa- 
tion on the number of children treated, cost 
of treatment, types of operations performed 
and other details of operation. Data from pre- 
vious years are provided for comparison pur- 
poses. Appended is the 1955 report of the 
division of dental health education of the 
Department of Public Instruction, which pro- 
vides information on dental care and dental 
health education activities in the elementary 
schools. 

D. Zabin 


GUIDE TO MEDICAL TERMINOLOGY 


By Wallace and Anne Clark. 130 pages. 
$1.50. Philadelphia, F. A. Davis Co., 
1956. 


This pocket-sized book is designed to help 
medical, dental and nursing students under- 
stand the language of medicine. It contains 
an alphabetical list of about 850 Greek and 
Latin prefixes and suffixes commonly used in 
medical terminology, defines them, and gives 
for each prefix or suffix an example of a re- 
lated English word. Additionally, it shows 
how the word is built up and defines it. A 
brief alphabetized list of English words, with 
the corresponding Greek or Latin combining 
forms to which the reader may refer is ap- 
pended. 

Much of the information presented in the 
Guide to Medical Terminology may be found, 
in a slightly different form, in the chapter 
“Fundamentals of Medical Etymology” in the 
current edition of Dorland’s The American 
Illustrated Medical Dictionary. The list of 
Greek and Latin words in this chapter in 
Dorland’s totals about 650. 

The material in the Guide to Medical 
Terminology is well organized, lending itself 
to quick reference. The paper is of good qual- 
ity, and the binding is attractive. 

N. C. Hudson 


THE NEUROSES IN CLINICAL PRACTICE 
By Henry P. Laughlin, M.D. 802 pages 


with illustrations. Index. Appendix. 
$12.50. Philadelphia, W. B. Saunders Co., 
1956. 


Almost any professional member of the heal- 
ing arts will find this detailed study of the 
neuroses, many of which are encountered in 
his work, interesting and of real help to the 
understanding of problems met in practice. 
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Much of the book deals with the history, diag- 
nosis, clinical features and treatment of various 
neuroses, including the anxiety reactions, 
phobias, conversion reactions including hys- 
teria, dissociative reactions, depression, over- 
concern with health, obsessive-compulsion re- 
actions, and neuroses following trauma. 
Discussion of the defense mechanisms occupies 
80 pages. 

The material is in textbook style, well 
organized and quite readable by anyone with 
an elementary knowledge of psychology. The 
approach is mainly eclectic, but leans toward 
the psychoanalytic viewpoint. Included are an 
extensive table of contents, glossary, index and 
references for each chapter. There are 32 
tables and over 200 case summaries. The pub- 
lisher has contributed good typography, paper 
stock and binding. 

The book may have been written primarily 
as a preclinical text in basic psychiatry for 
medical students, but dentists, psychologists, 
social workers and others in the health pro- 
fessions will find that for either general reading 
or reference the author has assembled much 
of value from the literature and his experience. 
It avoids the narrow limits of any one school 
of thought and is neither too perfunctory or 
too exhaustive. 

The appendix includes an interesting out- 
line classification of emotional and mental 
illness of which the neuroses constitute only a 
fractional part, although, on the basis of 
incidence, a significant part. The author 
should be encouraged to add other volumes 
in a series with this outline as the frame of 
reference. 

Clarence M. Peebles 


FITNESS FOR SECONDARY SCHOOL YOUTH 


Edited by Karl W. Bookwalter and 
Carolyn W. Bookwalter. 150 pages with 
illustrations. Appendix. $2.50. Washing- 
ton, D.C., The American Association for 
Health, Physical Education and Recrea- 
tion, 1956. 


This book makes its appearance at a time 
when many national organizations have ex- 
pressed concern over the fitness of American 
youth. 

The authors have described total fitness of 
secondary school youth in terms of physical, 
emotional, mental and social fitness. Specific 
needs of junior and senior high school youth 
have been identified. It is these needs that 
must be met by school, home and community 
if our youth are to achieve total fitness. 


A quick review of the research on fitness 
suggests areas of emphasis in school curricu- 
lums to overcome weaknesses in fitness pro- 
grams. The contribution that physical educa- 
tion, recreation and outdoor education can 
make is expertly pointed out. Considerable 
importance is attached to joint planning of 
programs and facilities by school and com- 
munity agencies. 

The school health program is discussed in 
the last chapter of the book and is defined as 
comprising “all school procedures that con- 
tribute to the understanding, maintenance and 
improvement of the health of pupils and school 
personnel.” The reviewer would assume, there- 
fore, that physical education, recreation and 
outdoor education would be included under 
the health program. However, the school 
health program is considered by the authors to 
include only the three traditional areas: health 
services, health education and healthful school 
living. 

One of the most useful parts of the book 
is a set of recommended criteria for secondary 
school physical éducation, recreation and out- 
door education and health programs. This list 
would be particularly helpful to those who 
are planning expansion or evaluation of exist- 
ing programs. 

Perry Sandell 


MEDICAL LIBRARY ASSOCIATION HANDBOOK 
OF MEDICAL LIBRARY PRACTICE 


By Janet Doe and Mary Louise Marshgll, 
editors. Second edition. 601 pages. Index. 
$10. Chicago, American Library Associa- 
tion, 1956. 


What reader has not wished at times for a 
guide that would lead him surely and smoothly 
through the literature and lore, whether in 
books, periodicals or films, to the exact infor- 
mation that he wants. Or quite as important, 
would let him learn with accuracy and dispatch 
that the information he seeks does not exist. 
Often that guide turns out to be a librarian, 
or the librarian’s own guide such as thrs book. 

The appearance of the second edition of this 
handbook will meet with a cordial reception 
from medical librarians. It is intended to make 
easier their labors on behalf of the medical 
worker, for the literature of medicine is prob- 
ably more extensive and more complicated to 
follow than that of any other discipline. By 
extension, the book aids the librarians serving 
in the allied fields of dentistry, pharmacy and 
nursing. 

The dentist, physician, pharmacist or scien- 
tist will gain from this book a knowledge of 
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how to use the tools of the medical library in 
the broad sense and of what services he may 
expect of the librarian. He will find here, in the 
contributions of 13 highly qualified and ex- 
perienced librarians, information on what a 
medical library is and does; the role of the 
Medical Library Association; the training and 
qualifications of the medical librarian; some of 
the important aspects of medical library ad- 
ministration; the technical processes of ac- 
quisition and preservation of medical books 
and periodicals; medical classification systems ; 
descriptive and subject cataloging of medical 
books which differs in many ways from that 
for general literature; the care of nonbook 
materials, pamphlets and reprints, pictures, 
charts, maps, audio-visual materials; sources 
and use of photoduplicated articles and books. 

In addition, he will find the application of 
these processes for results in the public and 
internal relations of the library, reference and 
bibliographic work, and the care and use of 
historical materials. 

The significant section of the book is a 99 
page bibliography of the reference works and 
histories in medicine and the allied sciences. 
Although it contains 1,965 titles, it is not 
meant to be considered as complete. Its aim, 
rather, is to present some of the most im- 
portant works and to suggest the various types 
of literature available. The section on dentistry 
lists 55 titles including bibliographies, indexes, 
abstracts, reviews, biographies, histories, ency- 
clopedias, guides, handbooks, directories and 
dictionaries—all items which will be found in 
the library of practically every dental school. 
A thorough index of 63 pages completes this 
excellent work. 


Donald Washburn 


CANCER—-A MANUAL FOR PRACTITIONERS 
Third edition. 321 pages. Index. $2. Bos- 


ton, American Cancer Society (Massa- 
chusetts Division), 1956. 


The 50 chapters of this book by as many 
authors cover the present knowledge on the 
subject of cancer authoritatively and concisely. 
The first nine chapters give brief and precise 
statements on the history, epidemiology, pa- 
thology and diagnosis of cancer in general 
and something of the present research in this 
field. The next 30 chapters give specific de- 
tails regarding the etiology, diagnosis, treat- 
ment and prognosis of malignancies of the 
various tissues and organs of the body. 

Although the book is intended for medical 
practitioners, most of the chapters are written 
in a simple and direct style which might be 
read with profit by the layman. 
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The chapters on cancer of the lips, the 
mouth and the salivary glands are of interest 
to the dentist, and one chapter on the role of 
the dentist in cancer control is pertinent. Most 
well-trained dentists will find these chapters in- 
sufficient for extending knowledge in the field 
and will prefer to consult more complete texts, 
but they will find the other chapters exceed- 
ingly interesting as a readable and authoritative 
review of the status of cancer diagnosis and 
treatment for the entire body. 

Other chapters include malignant disease 
in children, care of the patient with advanced 
cancer and the program of cancer prevention 
and control, both local and national. 

The book is factual, well written and inter- 
esting, and the eminent authors make it a 
thoroughly dependable source of information. 

Charles W. Freeman 


DENTAL MECHANICS FOR STUDENTS 


By John Osborne, Ph.D., M.DS. 446 
pages with 293 illustrations. Index. $6.50. 
London, Staples Press, Ltd., 1955. Dis- 
tributed in the U. S. A. by John de Graff, 
Inc., New York. 


Twenty-one of the 25 chapters in this book are 
devoted to the construction and processing of 
dentures. The material is in good continuity, 
is complete, and statements are well sub- 
stantiated by scientific data. 

The names of products, equipment and the 
terminology used to describe technics differ 
slightly in England, and these terms need to 
be clarified. 

The reviewer feels that some procedures 
included are antiquated, such as the use of 
springs and rubber suction cups for retention. 
The chapter on crown and bridgework is not 
up to date, describing as it does construction 
of shell crowns and post crowns and omitting 
description of pontic forms other than those 
which use Steeles’ facings or acrylic resins. 
This portion of the subject and the construc- 
tion and casting of inlays seem particularly 
inadequate when the portion on denture work 
is so complete. 

The book is good for dental students study- 
ing denture construction and would be good 
also for dental technicians, provided certain 
small sections alluding to mouth procedures 
could be deleted, such as roentgenographic 
diagnosis, mouth preparation and selective 
grinding in partial denture design. 

In fairness to the author it may be that the 
words prosthesis and mechanics in England 
may not include crown and bridgework as we 
use the terms here, and the criticism may be 
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unjust on that basis. However, from the stu- 
dents’ standpoint, it would seem to be an 
advantage to have all laboratory procedures 
in one book. 

The chapter on porcelain and cleft palate 
could have been more complete and could 
have been illustrated. 

J. Eugene Ziegler 


DENTAL HEALTH 


Edited by H. H. Stones. 83 pages with 62 
illustrations. Index and glossary. 10s. 6d. 
($1.47). London, Dental Board of the 
United Kingdom, 1956. 


The Dental Board of the United Kingdom 
sponsored this brief book with the aim of 
providing ‘‘a concise yet reliable outline of 
the anatomy and development of the teeth, 
with an account of the common diseases to 
which they and their associated structures are 


BOOKS RECEIVED BUT NOT REVIEWED 


A HANDBOOK OF MEDICAL HYPNOSIS: AN IN- 
TRODUCTION FOR PRACTITIONERS AND STU- 
pENTs * By Gordon Ambrose, L.M.S.S.A., 
and George Newbold, M.B., B.S. 255 pages. 
$5. The Williams & Wilkins Co., Mt. Royal 
and Guilford Aves., Baltimore 2, 1956. 


THE BLOOD-BRAIN BARRIER WITH SPECIAL RE- 
GARD TO THE USE OF RADIOACTVE ISOTOPES * 
By Louis Bokay, M.D. 154 pages with illus- 
trations. $5.50. Charles C Thomas, 302-327 
E. Lawrence Ave., Springfield, Ill., 1956. 


AUXOLOGIA E AUXOPATIA NEI SENZA TONSILLE 
* By Dr. Guido Calderoli. 67 pages. Elenco 
Delle Pubblicazioni, Bergamo, Italy, 1956. 


THE ADOLESCENT IN YOUR FAMILY * Chil- 
dren’s Bureau Publication 347. 110 pages. 25c. 
Superintendent of Documents, U. S. Govern- 
ment Printing Office, Washington 25, D. C., 
1954. 


SKIN SURGERY * By Ervin Epstein, M.D. 228 
pages with illustrations. $7.50. Lea & Febiger, 
Washington Square, Philadelphia 5, 1956. 


THE FIRST TWENTY-FIVE YEARS—THE STORY 
OF A FOUNDATION * By W. K. Kellogg Founda- 
tion. 256 pages with illustrations. W. K. 


prone.” Designed primarily for teachers, the 
book has four chapters, dealing with the 
anatomy and physiology of the teeth and gums, 
diet and dental health, dental diseases and 
their control and prevention. 

Each chapter has a summary. An appendix 
contains 30 typical questions on dental health 
and their answers. A glossary defines 58 den- 
tal terms. The 62 illustrations, of which 51 
are in color, are outstanding for their peda- 
gogic value and artistry. Acknowledgement is 
made to the American Dental Association for 
permitting use of ideas presented in the Asso- 
ciation’s booklets. 

Dental Health presents a fairly difficult 
subject, made intelligible to the lay reader 
through abundant diagrams and a glossary 
of terms. The book should serve its purpose 
of instructing teachers on the importance of 
dental health to the individual and the nation. 
The type is easy to read, and the paper and 
binding are superior. 

N. C. Hudson 


Kellogg Foundation, Battle 


1956. 


Creek, Mich., 


THE ORIGINAL HAS THIS SIGNATURE—W. K. 
KELLOGG * By Horace B. Powell, 358 pages 
with illustrations. Prentice-Hall, Inc., Engle- 
wood Cliffs, N. J., 1956. 


ZAHNARZTLICHE CHIRURGIE * By Josef 
Andreas Kéhler, Dr. med. Dr. med. dent. 331 
pages with illustrations. Alfred Hiithig, Verlag, 
Heidelberg, Germany, 1953. 


EDUCATIONAL EXCHANGES: ASPECTS OF THE 
AMERICAN EXPERIENCE * Report of a Con- 
ference Sponsored by the Committee on In- 
ternational Exchange of Persons of the Con- 
ference Board of Associated Research Councils, 
Princeton, New Jersey, December 2-4, 1954. 
74 pages. National Academy of Sciences, Na- 
tional Research Council, Washington, D. C., 
1956. 


THE ROCKEFELLER FOUNDATION ANNUAL RE- 
port, 1954 * 439 pages with illustrations. 
The Rockefeller Foundation, 49 W. 49th St., 
N. Y., 1954. 


GROWTH AT ADOLESCENCE * By J. M. Tanner, 
M.D., Ph.D. 212 pages with illustrations. 
$6.50. Charles C Thomas, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1955. 
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Current Literature 


REPLACEMENT OF LOST MANDIBULAR 
INCISOR OR INCISORS 


C. R. Baker. Internat. D. J. 5:287 Sept. 
1955. 


The following treatment patterns are only for 
adults who suffer individual or multiple man- 
dibular incisor tooth loss or absence. The cus- 
pids and posterior teeth must be present, and 
existent oral pathologic conditions must be 
corrected. 

The substitute incisor should shear food 
comfortably and efficiently when possible, look 
natural and not damage other teeth or their 
supporting tissues for a reasonable period of 
time. In general, the incisal edges and incisal 
half of the labial surface of the incisor substi- 
tute should be so situated as to perform the 
shearing function. The substitute should not 
interfere with the existing incisal pathway 
except when the treatment planning calls for 
the appliance to aid other clinical purposes. 

The shape and area of the initial contact 
are important when the efficiency of shear and 
the force applied are to be considered. The 
selection of available materials to conform best 
to the esthetic demand is influenced by the 
fact that the incisal one third to two thirds 
of the labial surfaces of the mandibular an- 
terior teeth are visible. The degree of visibility 
depends on the height of the lower lip. 

Clinical experience to date indicates that 
the fixed bridge is the most simple, direct and 
clinically efficient apparatus to fix the retainers 
to the abutments and to the pontic substitutes. 
In fixed appliances, the basic components 
dealt with are retainers—abutment prepara- 
tion, pontic construction and connectors. There 
are a number of extracoronal retainer types, 
each with its own esthetic and retentive 
characteristics. 

The gingival third of the pontic should pro- 
vide for the greatest possible natural hygiene. 
The gingival contour of the pontic should be 
convex in all planes, and the pontic made of 
a material whose surface is consistent and not 
easily deformed. The importance of correct 
functional incisal relationship cannot be over- 
emphasized. The union between pontics and 
pontic and retainer should be soldered or all 
cast. 

When there has been much tissue loss 
through accident or disease and when the 
adjacent tissues must be restored by acrylic 


resin, the cleansing of the prosthetic appliance 
will be greatly facilitated if it is removable. 
The removability of the prosthesis does not 
mean that it will become tissue-supporting. 
If a removable appliance is used, usually less 
metal will show and the problem of gaining 
support on the cuspid is eliminated through 
the use of a precision attachment. 


Ben C. McKinney 


TRIGEMINAL NEURALGIA (A PROPOS DE LA 
NEURALGIE ASSENTIELLE DU TRIJ UMEAU ) 


P. Martin. J. dent. belge. 46:327 Sept. 
1955. 


Trigeminal neuralgia often is reported as hav- 
ing a direct connection with dental caries, but 
many instances have been observed in which 
trigeminal neuralgia appeared in patients with 
healthy teeth. Its relationship to migraine, as 
often reported, also is of questionable signifi- 
cance. In a small percentage of patients, tumors 
compressing the posterior ganglion seem to be 
either causative or influencing factors. 

Until recently, no treatment has proved to 
be satisfactory. Attempts to dull the senses by 
sedation are fruitless because the pain persists 
even when the strongest drugs are used. 

The administration of vitamin B, (thiamine) 
and vitamin By in large doses increases red 
cell formation and decreases the sensation of 
pain. The cost of this treatment, however, is 
so high that only if satisfactory results cannot 
be obtained by other methods should this 
therapy be applied. 

Intraoral neurosurgery or chemical elimina- 
tion of involved peripheral parts of the trige- 
minal nerve brings temporary relief. However, 
neither a surgical nor a chemical method has 
been introduced which can prevent the recur- 
rence of this disease. 

Decompression operations achieve an im- 
provement which lasts longer. This technic, 
therefore, is preferred to any other surgical or 
chemical destruction of the peripheral ganglion 
branches or to the cutting of the posterior 
root. In severe cases, however, subtotal retro- 
gasserian neurotomy (the division of the pos- 
terior root of the gasserian ganglion) by intra- 
oral access is recommended. 

Neurolytic alcohol injections should be 
attempted in all instances where retrogasserian 
neurotomy is contraindicated. 
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JOURNAL OF DENTAL RESEARCH 


April 1956 


QUANTITATIVE ANALYSIS OF 
FORCES OF THE TONGUE 


William L. Kydd, p. 171. 


The purpose of this experiment was to devise 
a technic to determine how much force the 
tongue could exert on a denture in an anterior 
direction in the region of the lower anterior 
teeth and in a lateral direction on a lower 
denture in the second bicuspid-first molar 
regions. 

An upper and lower acrylic baseplate was 
used; four metal rods maintained the vertical 
dimension. Between these four rods and at- 
tached to the lower acrylic base were three 
milled 15 mm. by 2 mm. acrylic blocks. One 
block was attached in the lower incisor region, 
and one block each attached to the left and 
right second bicuspid-first molar regions. To 
the buccal and labial side of each of these 
blocks was attached a bonded SR-4 electric 
resistance strain gauge. The gauges were cali- 
brated outside of the mouth with known loads. 

The preliminary results obtained with this 
method on one individual showed 5.2 pounds 
maximum anterior thrust and 2.6 (right) and 
2.3 (left) maximum lateral force. 


BLOOD LOSS IN ORAL SURGERY 
Richard L. Johnson, p. 175. 


The blood loss associated with extraction of 
teeth and alveolotomy in the average patient 
is comparable to blood losses encountered in 
major surgery and necessitates replacement 
therapy. In 175 patients of eight oral surgeons, 
quantitative determinations showed blood 
losses ranging from 35 to 912 ml. An average 
of 223 ml. occurred in a procedure lasting 30 
minutes, in which a general anesthetic was 
used and which included extraction of 18 
teeth. The longer the operating time, the 
greater was the blood loss. 

The hemoglobin content of the total group 
ranged from 12 to 16 Gm. per 100 cc. of blood. 
No correlation between blood loss and age, sex 
or hypertension was demonstrated, but surgical 
technic appeared to have a material effect. 
A gravimetric method was used. Total blood 
loss was considered to be the sum of the cor- 
rected quantity in an aspirator bottle and the 
converted weight of blood in used sponges, 
immediately calculated. To reduce saliva to a 
minimum, each patient received premedica- 
tion. Throat packs were discarded, and post- 
operative hemorrhage was not recorded. 


THE EFFECT OF ARTIFICIAL WATER 
FLUORIDATION ON THE SOLUBILITY 
OF TOOTH ENAMEL 


Sidney B. Finn and Charles DeMarco, p. 
185. 


Evidence is presented that the ingestion of 
artificially fluoridated water during the period 
of tooth development will reduce the solubility 
of these teeth to acid. Fifty mg. samples of 
enamel were exposed to an acetic acid-sodium 
acetate buffer at pH4 for one hour. Observa- 
tions revealed that 38.6 mg. of enamel from 
teeth formed during water fluoridation 
(Newburgh, N. Y.) were undissolved by the 
acid, and 36.6 mg. of enamel exposed to fluori- 
dated water but formed prior to fluoridation 
were undissolved. In addition, 36.1 mg. of 
enamel from teeth exposed to a fluoride-free 
water supply (Rochester, N. Y.) were undis- 
solved. 


INVESTIGATIONS OF THE ANTIENZYMATIC 
ACTION OF FLUORIDE AT THE ENAMEL 
SURFACE 


B. Lilienthal and M. D. Martin, p. 189. 


One of the mechanisms of action of fluoride 
in the prevention of dental caries is thought 
to be its action as an enzyme inhibitor. The 
claim that fluorosed enamel inhibits acid for- 
mation by oral bacteria has been investigated. 
Powdered human enamel, synthetic hydroxy- 
apatite and naturally occurring fluorapatite 
had no effect on the rate of acid formation 
from sucrose by salivary sediment (mixed bac- 
terial suspensions from saliva). 

When powdered enamel and _ fluorosed 
enamel were washed with distilled water, acid 
formation was inhibited. This effect could not 
be explained by the fluoride content of the ex- 
perimental system. A similar increase in in- 
hibition of acid formation on washing was 
found with either artificially fluorosed or un- 
treated tooth crowns. These observations are 
discussed in relation to the possible fluoride 
content of enamel and its solubility. It is con- 
cluded that fluoride in a concentration ex- 
pected at the tooth surface does not prevent 
acid formation by oral bacteria. 


THE EFFECT OF FLUORIDE ON ACID 
FORMATION BY SALIVARY SEDIMENT 


B. Lilienthal, p. 197. 


The problem of the antienzymatic acid of the 
fluoride ion on oral microorganisms has been 
investigated; salivary sediment was used as 
the source of oral bacteria. In this manner the 
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effects of fluoride were tested not against pure 
cultures of oral bacteria but against complex 
bacterial populations which more closely re- 
semble the flora on tooth surfaces. 

The results obtained in manometric experi- 
ments of acid formation from glucose or 
sucrose by salivary sediment showed that 0.5 
and 1.0 ppm fluoride ion did not inhibit the 
rate of acid formation from these substrates. 

At concentrations of 32 ppm fluoride ion, 
inhibition of acid formation was slight (10 
to 30 per cent) in the absence of added cai- 
cium and phosphate. Addition of calcium in 
sufficient concentration completely reversed 
the inhibition by fluoride, whereas magnesium, 
manganese and phosphate enhanced the 
fluoride effect. 

These observations are in agreement with 
the known effects of these divalent ions and 
of phosphate on the fluoride inhibition of the 
enzyme enolase. In the presence of salivary 
concentrations of calcium and phosphate (for 
example, 2 x 10~* molar calcium and 5 x 10~* 
molar phosphate) 0.5, 1.0, 2.0, 3.0, 19 and 
38 ppm fluoride ion had no effect on the rate 
of acid formation from sucrose. It is con- 
cluded that the mode of action of fluoride in 
reduction of dental caries is not an anti- 
enzymatic action on the oral organisms. 


DETERMINATION OF FLUORIDE IN ORGANIC 
AND INORGANIC FRACTIONS OF DENTIN 
AND ENAMEL 


S. G. Peckham, R. S. Leopold and W. C. 
Hess, p. 205. 


Studies previously made by other investigators 
have indicated that certain of the elements 
within the tooth substance are distributed in 
both the organic and inorganic phases. The 
present investigation was undertaken in order 
to determine whether the association of 
fluoride with the mineral phase represents the 
only interaction that occurs as a result of the 
uptake of this ion by the tooth. 

Human teeth from an endemic fluoride 
region were obtained and, after determina- 
tion of the fluoride content, a separation of 
organic and inorganic fractions was effected 
by various means. This was followed by de- 
termination of the fluoride content of the in- 
dividual fractions. Results indicated that most, 
if not all, fluoride within the tooth had been 
taken up by the mineral fraction. 


STUDIES ON THE PHYSIOCHEMICAL 
PHENOMENA RELATED TO DENTAL CARIES. 
III. THE EFFECT OF SUCROSE UPON THE 
SOLUBILITY OF HUMAN DENTAL ENAMEL 
R. Q. Blackwell and L. S. Fosdick, p. 210. 


RAPID ACID FORMATION RESULTING FROM 
THE ACTION OF PLAQUE OR SALIVARY 
SEDIMENT ON SUGARS 


Paul E. Tuller, p. 220. 


THE PH LEVELS ATTAINED BY COMPACT 
LAYERS OF ORAL MICROORGANISMS IN 
CONTACT WITH GLUCOSE SOLUTIONS 


I. R. Mahler and R. S. Manly, p. 226. 


The pH levels of dental plaque in glucose 
solutions were compared to the pH levels pro- 
duced by cell precipitates of strains of oral 
microorganisms through the use of a recording, 
industrial model R pH meter. A number of 
isolates, in particular members of the family 
Lactobacteriaceae attained and exceeded the 
pH differential produced by natural plaque. 
Alpha and gamma hemolytic streptococci were 
found to occur in a natural plaque consistently 
in high numbers and appeared to be re- 
sponsible for the major glycolytic activity of 
the dental plaque. Homofermentative lacto- 
bacilli were observed irregularly and in lower 
numbers. 

The pH differential of 20 samples of plaque 
material in equilibrium with glucose-containing 
0.02 molar bicarbonate buffer, ranged from 
1.05 to 3.03 pH units. It was noted that plaques 
collected from maxillary and mandibular teeth 
showed the same pH value, even though the 
pH drop in situ with sugar was greater for 
maxillary plaques. 

The period of accumulation of plaque mate- 
rial (24 to 96 hours) did not appear to in- 
fluence the acid production rate of such de- 
posits. 


THE FERMENTATION OF SORBITOL BY 
CERTAIN ACIDOGENIC ORAL 
MICROORGANISMS 


Thomas E. Shockley, Chester I. Randles 
and Matt C. Dodd, p. 233. 


Sorbitol possesses certain properties such as 
sweetness and humectant action that would 
make it a desirable constituent of prepara- 
tions for oral use. The question arises, how- 
ever, as to whether it would be fermented by 
oral microorganisms and hence contribute to 
caries. Studies to answer this question were 
conducted with both acidogenic microorgan- 
isms freshly isolated from saliva and with saliva 
itself. Some strains of smooth-colony type 
lactobacilli and streptococci did ferment sor- 
bitol by means of adaptively produced en- 
zymes, but both the rate and extent of acid 
production was much lower than with glucose. 
Rough-colony type lactobacilli and staphylo- 
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cocci did not ferment sorbitol even after re- 
peated transfer in sorbitol-containing media. 

In the mixed flora of saliva, the presence 
of sorbitol leads to rapid development of gram- 
negative rods but not to the acidogenic cocci 
or gram-positive bacilli. On the basis of these 
and related results, the conclusion was reached 
that sorbitol would not contribute significantly 
to caries production. 


DIMETHYLAMINOBENZALDEHYDE AS A 
MEASURE FOR SALIVARY “TRYPTOPHANE” 


Naomi C. Turner and John T. Anders, 
p. 241. 


Experiments indicate that the dimethylamino- 
benzaldehyde test is essentially nondifferentiat- 
ing for indole, indole-3-acetic acid, indole-3- 
propionic acid, tryptamine and tryptophane 
when these are added to salivary samples. 
Therefore, it would appear that this methodol- 
ogy applied to saliva does not provide an 
adequate means for identifying tryptophane 
differentially. 


OVERSATURATION OF SALIVA WITH 
HYDROXYAPATITE 


Werner Rathje, p. 245. 


IN VITRO STUDIES ON THE PROTECTION OF 
PENICILLIN-SENSITIVE ORAL ACIDOGENIC 
BACTERIA BY YEASTS PRESENT IN 
HUMAN SALIVA 


Samuel Dreizen, Janet J]. Mosny, Owen 

R. Paddor and Tom D. Spies, p. 249. 
Although oral strains of lactobacilli are ex- 
tremely sensitive to penicillin in vitro, reduc- 
tions in dental caries incidence in users of 
penicillin-containing dentifrices have not been 
accompanied by corresponding changes in 
salivary lactobacillus counts. The present study 
was undertaken to determine whether penicil- 
lin-insensitive oral yeasts protect penicillin-sen- 
sitive oral acidogenic bacteria against inhibi- 
tory concentrations of penicillin. 

It was found that when grown in mixed 
culture, penicillin-resistant oral strains of 
Candida albicans or Saccharomyces cerevisiae 
enabled sensitive oral strains of Lactobacillus 
acidophilus, Streptococcus salivarius and 
Straphylococcus albus to withstand concentra- 
tions of penicillin bactericidal in pure culture. 

Despite their viability in the yeast-contain- 
ing mixed cultures, the test strains of acido- 
genic bacteria virtually failed to produce acid 
when the penicillin concentrations exceeded 
the minimum inhibitory level for pure cultures 
of each of the constituent bacteria. 


Protection afforded penicillin-sensitive oral 
acidogenic bacteria by resistant oral yeasts 
should be considered in the evaluation of 
salivary lactobacillus counts in studies con- 
cerning the dental caries-preventing potential 
of penicillin. 


STUDIES OF THE COMPOSITION OF TEETH. 
III. THE AMINO ACID COMPOSITION OF 
HUMAN DENTINAL PROTEIN 


Gino C. Battistone and George W. Bur- 
nett, p. 255. 


The amino acid composition of human den- 
tinal protein residues obtained by decalcifica- 
tion with the neutral sodium salt of ethylene- 
diaminetetraacetic acid (EDTA) and by re- 
fluxing in distilled water was determined by 
quantitative, two-dimensional, paper chroma- 
tography. Dentin for analysis was taken from 
recently extracted caries-free, permanent 
human teeth. Twenty amino acids were found, 
and the composition of the two residues was 
almost identical. The total nitrogen of EDTA 
decalcified dentin and water-extracted dentin 
calculated from their amino acid composition 
accounted for 98.18 per cent and 97.01 per 
cent, respectively, of the total nitrogen found 
by analysis. Tannic acid precipitates of water- 
extracted dentin left no detectable nitrogen in 
solution. Since the amino acid composition of 
human dentinal protein resembles that of 
various collagens, it is concluded that the or- 
ganic matrix of dentin is essentially collagen- 
ous. 


STUDIES OF THE COMPOSITION OF TEETH. 
IV. THE AMINO ACID COMPOSITION 
OF HUMAN ENAMEL PROTEIN 


Gino C. Battistone and George W. Bur- 
nett, p. 260. 


The concentration of 19 amino acids in the 
protein residue of human enamel decalcified 
in the sodium salt of ethylenediaminetetra- 
acetic acid was determined by two-dimensional, 
paper chromatography. Enamel for analysis 
was taken from recently extracted caries-free, 
permanent teeth. The amino acids found in 
enamel protein account for 99.21 per cent of 
the total nitrogen found in EDTA decalcified 
enamel. Tryptophane was found, but its exact 
concentration could not be established. The 
histidine-lysine-arginine ratio of enamel pro- 
tein was found to be typical of eukeratins 
(1:4:12). Also found were proline, hydroxy- 
proline, and a low cystine and high glycine 
content; all of these factors are atypical of 
eukeratins. 
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STUDIES OF THE COMPOSITION OF TEETH. 
V. VARIATIONS IN THE AMINO ACID 
COMPOSITION OF DENTIN AND ENAMEL 


Gino C. Battistone and George W. Burn- 
ett, p. 263. 


A comparison was made of the influence of 
various factors on the amino acid composition 
of human enamel and dentin protein. Enamel 
and dentin for analysis were obtained from 
recently extracted, caries-free permanent teeth 
and from teeth preserved and stored for 
several months. Enamel and dentin were 
separated either by chipping or gravitational 
flotation and were decalcified in one of the 
following reagents: 15 per cent sodium ethy- 
lenediaminetetraacetate, 0.1 normal hydro- 
chloric acid, 5 per cent lactic acid and Morse 
solution. 

Enamel and dentin residues were analyzed 
for amino acid content by two-dimensional 
paper chromotography. It was found that 
preservation and storage affected the amino 
acid composition of dentin but had little effect 
upon enamel. Flotation procedures did not 
alter the amino acid composition of dentin, 
but it did have some effect on enamel. The 
method of decalcification affected the amino 
acid composition of enamel and particularly 
affected dentin. There is more nitrogen and 
more total amino acids in EDTA decalcified 
dentin than in acid decalcified dentin. A study 
was made of soluble nitrogen fractions result- 
ing from the decalcification of dentin in the 
previously mentioned media. Acids caused 25 
per cent or more of the total nitrogen in dentin 
to become soluble whereas EDTA caused less 
than 8 per cent of the total nitrogen to become 
soluble. 


THE LIPIDE CONTENT OF ENAMEL 
AND DENTIN 


W. C. Hess, C. Y. Lee and S. C. Peck- 
ham, p. 273. 


PHOSPHATASE, PEROXIDASE AND OXIDASE 
ACTIVITY OF DENTIN AND BONE 


A. A. White and W. C. Hess, p. 276. 


A soluble alkaline phosphatase could not be iso- 
lated from human dentin or the mature bones 
of the dog and the monkey. In both dentin and 
bone a bound alkaline phosphatase could be 
demonstrated which was associated with the 
organic phase. Activity of a phosphatase-like 
nature could be obtained from dentin and bone 
after the removal of the organic phase. This 
activity had a different pH optimum than that 


of the unextracted material and is probably 
due to a catalytic activity of the inorganic 
phase. Previous reports of the presence of 
respiratory enzymes in human coronal dentin 
could not be confirmed. 


OBSERVATIONS ON SEXUAL SIMILARITY 
AND BILATERAL DISTRIBUTION IN DENTAL 
CARIES INCIDENCE IN ALBINO RATS AND 
COTTON RATS 


James H. Shaw and Edward A. Sweeney, 
p. 286. 


The caries-susceptibility of males and females 
has been compared in 1,401 albino rats and 
1,314 cotton rats. In addition, the degree of 
bilateral symmetry in the distribution of 
carious lesions among the same experimental 
subjects has been determined. 

No difference in caries-susceptibility was ob- 
served between males and females of these 
two species. This similarity between the sexes 
was noted among both caries-susceptible and 
caries-resistant groups. 

A high degree of bilateral symmetry was 
observed in the distribution of carious lesions 
in these species. However, this degree was 
correlated with the caries-susceptibility of the 
individual animals, teeth and grooves. Bi- 
lateral symmetry was greater in Caries-sus- 
ceptible groups of rodents than in the caries- 
resistant groups. Bilateral symmetry was also 
greater in the more susceptible pairs of grooves 
and teeth than in the more resistant pairs. 


A COMPARATIVE STUDY OF ORAL 
LACTOBACILLI ISOLATED ON TWO 
DIFFERENT MEDIA FROM THE 
HUNT-HOPPERT RATS 


S. Rosen, H. S. Ragheb, H. R. Hunt and 
C. A. Hoppert, p. 291. 


The characteristics of rat oral lactobacilli from 
Hunt-Hoppert rats isolated on lactobacillus- 
selection medium (BBL) and tomato juice 
agar special (Difco) were compared. Most 
of the strains isolated from lactobacillus-selec- 
tion medium were of one type. These strains 
did not ferment dextrin or salicin, rarely 
curdled litmus milk and reduced the pH of a 
dextrose broth medium to 5.0. Most of the 
strains isolated from tomato juice agar fer- 
mented dextrin and salicin, curdled litmus 
milk and reduced the pH of a dextrose broth 
medium to 4.5 to 4.7. The majority of lacto- 
bacilli isolated from tomato juice agar did not 
grow on the surface of lactobacillus-selection 
medium. These strains grew sparsely in a 
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synthetic medium containing Tween 80, 
whereas strains from lactobacillus-selection me- 
dium grew well in the same medium. 


THE PRODUCTION OF CHONDROSULFATASE 
BY MICROORGANISMS ISOLATED FROM 
HUMAN GINGIVAL CREVICES 


Stig D. Schultz-Haudt and Henry W. 
Scherp, p. 299. 


Bacterial chondrosulfatase may contribute to 
the loss of intercellular “cementing” sub- 
stances, a loss that occurs in chronic marginal 
gingivitis and periodontal disease. Chondro- 
sulfatase was produced by all of ten mixed bac- 
terial cultures obtained from the gingival 
pockets of 10 individuals exhibiting chronic 
marginal gingivitis and by eight of 11 such 
cultures obtained from the gingival crevices 
of 11 subjects with clinically normal gingivae. 
A microaerophilic diphtheroid bacillus was the 
only organism isolated from these cultures that 
produced chondrosulfatase. This enzyme was 
not produced by alpha and beta streptococci, 
staphylococci, gram negative microaerophilic 
cocci, aerobic diphtheroid bacilli, fusiform 
bacilli isolated from human gingival pockets 
or by various combinations of these bacteria. 


A METHOD FOR STUDYING “THE 
EPITHELIAL ATTACHMENT” 


Helmut A. Zander, p. 308. 


Histological and clinical studies on the epithe- 
lial attachment and the gingival sulcus are at 
variance with each other. A method is needed 
to study the epithelial attachment simul- 
taneously clinically and histologically. Such a 
method was developed by the insertion of a 
0.1 mm. thick cellulose acetate or polyester 
film between the gingivae and the tooth. This 
strip can be fastened to the tooth. Specimens 
obtained from tooth, strip and gingival tissues 
can be sectioned, and the film strip-tissue-tooth 
relationship studied in microscopic sections 
together with clinical measurements of the 
depth to which the film strip was inserted 
into the gingival sulcus. 


ENAMEL CUTICLE 
Jens Waerhaug, p. 313. 


The different theories on enamel cuticle are 
discussed and earlier observations of a cuticle- 
like membrane between the epithelium and 


subgingival acrylic crowns are mentioned. With 
the purpose of providing more information on 
the formation of the enamel cuticle, the enamel 
surface, including the cuticle, was ground 
away from the gingival margin to the cemento- 
enamel junction on 48 teeth in five dogs and 
three monkeys. 

Observations after 23 to 216 days revealed 
in most teeth a readaptation of a normal 
epithelial cuff, and between this and the 
ground enamel surface the formation of a 
membrane (1 micron thick) similar to the 
primary enamel cuticle. In some instances, 
the membrane was thicker and appeared pink 
when stained with eosin as does the secondary 
cuticle. These findings suggest that the cuticle 
usually found between the enamel and the 
epithelium may not necessarily be a specific 
product of the ameloblasts, and it may not be 
calcified. The difference between the primary 
and secondary cuticle as observed in the optical 
microscope may be only a matter of thickness, 
the horn stain showing up when the membrane 
has reached a certain thickness. 


EFFECT OF ROUGH SURFACES UPON 
GINGIVAL TISSUE 


Jens Waerhaug, p. 323. 


On 20 teeth in three monkeys and 15 teeth 
in five dogs, the enamel was ground away 
below the gingival margin by means of sharp 
diamond points. Within a short time, a normal 
epithelial cuff was formed on the rough sur- 
face in most areas, and inflammation was slight 
or absent. In other areas bacterial plaque ac- 
cumulated and caused inflammation. A rough 
surface does not in itself act as an irritant 
on the soft tissue, but it facilitates retention 
of bacterial plaque. 


A METHOD FOR THE COLLECTION OF LARGE 
QUANTITIES OF RAT SALIVA 


Melvin A. Benarde, F. W. Fabian, S. 
Rosen, C. A. Hoppert and H. R. Hunt, p. 
326. 


A method for the collection of rat saliva is 
described. Pentobarbital (Nembutal) was ad- 
ministered by intraperitoneal injection in ordér 
to relax the animal. After anesthesia had taken 
effect, pilocarpine was given by subcutaneous 
injection to induce salivation. About 2 to 5 
ml. of saliva could be collected from an adult 
rat within 20 minutes. The mortality rate is 
approximately 10 per cent. 
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Deaths 


Aber, Marshall H., Buffalo; University of 
Buffalo School of Dentistry, 1921; died July 
25, 1956; aged 62. 

Adams, Frank L., Tampa, Fla.; University of 
Pennsylvania School of Dentistry, 1904; died 
August 7, 1956; aged 77. 

Allen, John J., Moundridge, Kan.; Western 
Dental College, Kansas City, 1905; died 
April 26, 1956; aged 77. 

Allen, Robert E., Jacksonville, Fla.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1909; died July 8, 1956; aged 67. 

Ankeny, William V., Johnstown, Pa.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1904; died April 27, 1956; 
aged 76. 

Avchen, Isadore, Perth Amboy, N. J.; Temple 
University School of Dentistry, 1927; died 
October 11, 1955; aged 52. 

Ayers, Loren W., San Bernardino, Calif.; Uni- 
versity of Southern California College of 
Dentistry, 1914; died July 27, 1956; aged 
65. 

Bacon, Walker J., New York; Howard Univer- 
sity College of Dentistry, 1924; died July 27, 
1956; aged 65. 

Bailey, Thomas M., Youngstown, Ohio; West- 
ern Reserve University College of Dentistry, 
1912; died July 8, 1956; aged 76. 

Baker, Arthur W., Oakland, Calif.; University 
of California College of Dentistry, 1899; 
died August 1, 1956; aged 80. 

Balthrop, Herbert P., Memphis, Tenn.; Uni- 
versity of Tennessee College of Dentistry, 
1912; died April 14, 1956; aged 66. 

Banner, Warren A., Coeburn, Va.; Louisville 
College of Dentistry of Centre College, 
1906 ; died July 14, 1956; aged 70. 

Barnfield, John E., Granite City, Ill.; Indiana 
Dental College, 1904; died September 21, 
1956; aged 85. 

Becker, Paul, Osmond, Neb.; Creighton Uni- 
versity College of Dentistry, 1914; died 
August 26, 1956; aged 64. 

Bemiss, Clarence D., Spokane, Wash.; Uni- 
versity of Iowa College of Dentistry, 1891; 
died August 30, 1956; aged 85. 

Bentlage, Frank P., Council Bluffs, Iowa; 
Creighton University College of Dentistry, 
1923; died July 12, 1956; aged 58. 

Berman, Leo M., New York; College of Den- 
tal and Oral Surgery, New York, 1923; died 
July 13, 1956; aged 56. 

Bertram, Frank P., Austin, Texas; Washington 
University School of Dentistry, St. Louis, 
1929; died September 1, 1956; aged 49. 


Biggs, Thomas G., Lake Providence, La.; Tu- 
lane University School of Dentistry, 1918; 
died September 18, 1956; aged 62. 

Black, Allan, Beverly Hills, Calif.; College of 
Dental and Oral Surgery, New York, 1922; 
died August 14, 1956; aged 56. 

Black, Richard H., Waynesboro, Tenn.; Uni- 
versity of Tennessee College of Dentistry, 
1906; died July 31, 1956; aged 76. 

Bojinoff, Sam A., Portland, Ore.; North Pa- 
cific College of Oregon School of Dentistry, 
Portland, 1934; died July 16, 1956; aged 
47. 

Both, H. Spalding, New York; New York 
College of Dentistry, 1909; died June 25, 
1956; aged 68. 

Bowers, Elgin M., Hillsboro, N. H.; died June 
14, 1956; aged 82. 

Brick, Leo J., Great Falls, Mont.; died May 5, 
1956; aged 78. 

Brittain, Robert O., Boston; died July 9, 1956; 
aged 78. 

Brown, George, Glens Falls, N. Y.; University 
of Buffalo School of Dentistry, 1898; died 
September 27, 1956; aged 80. 

Brown, Leonard G., Danville, Ill.; Northwest- 
ern University Dental School, 1905; died 
September 7, 1956; aged 76. 

Burgess, William B., Omaha, Neb.; Omaha 
Dental College, 1905; died April 1, 1956; 
aged 77. 

Busch, George W., Milwaukee, Wis.; Mar- 
quette University Dental School, 1916; died 
August 28, 1956; aged 70. 

Buss, Victor I., Rio, Wis.; Marquette Univer- 
sity Dental School, 1911; died August 8, 
1956; aged 76. 

Carlson, Andrew T., Seattle; Oregon College 
of Dentistry, Portland, 1898; died August 
17, 1956; aged 82. 

Carlton, James D., Raleigh, N. C.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1904; died August 15, 1956; 
aged 76. 

Carpenter, Edward E., Topeka, Kan.; Western 
Dental College, Kansas City, 1897; died 
August 2, 1956; aged 82. 

Carter, Ulysses T., Providence, R. I.; died 
July 26, 1956; aged 71. 

Challinor, George O., Pittsburgh ; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1897; died July 12, 1956; aged 82. 

Chisholm, Walter K., Brockton, Mass.; Tufts 
University School of Dental Medicine, 
1918; died July 21, 1956; aged 62. 
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Clapp, Harold M., Utica, N. Y.; Western Re- 
serve University College of Dentistry, 1900; 
died July 22, 1956; aged 77. 

Coates, Frederick F., Needham, Mass.; died 
July 14, 1956; aged 88. 

Coffey, Albert G., Nashua, N. H.; Tufts Uni- 
versity School of Dental Medicine, 1917; 
died August 12, 1956; aged 63. 

Cohen, Samuel, Staten Island, N. Y.; College 
of Dental and Oral Surgery, New York, 
1920; died June 12, 1956; aged 58. 

Colt, Harold D., St. Petersburg, Fla.; Univer- 
sity of Pennsylvania School of Dentistry, 
1918; died July 29, 1956; aged 63. 

Compton, Vallie E., Lockhart, Texas; Baylor 
University College of Dentistry, 1924; died 
September 3, 1956; aged 59. 

Conklin, Charles P., Terre Haute, Ind.; In- 
diana University School of Dentistry, 1910; 
died April 27, 1956; aged 73. 

Connors, Michael C., Wyandotte, Mich.; Dal- 
housie University Faculty of Dentistry, Hali- 
fax, 1919; died August 6, 1956; aged 65. 

Craig, Thomas D., San Marino, Calif.; North- 
western University Dental School, 1908; 
died August 1956; aged 72. 

Cumbler, Horace M., Harrisburg, Pa. ; Univer- 
sity of Pennsylvania School of Dentistry, 
1902; died September 30, 1956; aged 76. 

Daly, Wanda P., Lafayette, La.; Loyola Uni- 
versity School of Dentistry, New Orleans, 
1925; died September 1956; aged 53. 

Davis, Harry S., Manchester, Iowa; Univer- 
sity of Iowa College of Dentistry, 1908; died 
July 15, 1956; aged 73. 

Davis, Hiram R., Lexington, Ill.; University 
of Iowa College of Dentistry, 1924; died 
January 30, 1956; aged 57. 

Deloria, Reginald J., Kaukauna, Wis.; Mar- 
quette University Dental School, 1931; died 
July 13, 1956; aged 54. 

Donelan, Thomas P., Springfield, Il. ; Chicago 
College of Dental Surgery, Loyola Univer- 
ve 1900; died September 14, 1956; aged 

Donnelly, Ignatius J., Scranton, Pa.; Univer- 
sity of Pennsylvania School of Dentistry, 
1907 ; died July 21, 1956; aged 77. 

Dougherty, Anthony J., Hazleton, Pa.; Uni- 
versity of Pennsylvania School of Dentistry, 
1909; died August 31, 1956. 

Dowd, John L., Rome, N. Y.; University of 
Pennsylvania School of Dentistry, 1917; 
died September 6, 1956; aged 64. 

Downey, George C., Worcester, Mass.: Balti- 
more College of Dental Surgery, University 
of Maryland, 1910; died August 25, 1956; 
aged 67. 

Downs, Frank E., Batavia, Ill.; American Col- 
lege of Dental Surgery, Chicago, 1894; died 
August 7, 1956; aged 86. 


Druse, Fred W., Milwaukee; Milwaukee 
Medical College, Dental Department, 1900; 
died July 12, 1956; aged 78. 

Eisenberg, Maria B., New York; New York 
University College of Dentistry, 1927; died 
July 12, 1956; aged 66. 

Eisenberg, Samuel, Bayonne, N. J.; College 
of Jersey City Department of Dentistry, 
1916; died September 6, 1956; aged 63. 

Ellington, Robert H., Salisbury, N. C.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1912; died April 27, 1956; 
aged 68. 

Ellis, Charles M., Vallejo, Calif.; College of 
Physicians and Surgeons, San Francisco, 
1926; died September 4, 1956; aged 52. 

Ellmore, Robert A., Salem, Ind.; University 
of Louisville School of Dentistry, 1932; died 
June 14, 1956; aged 51. 

Evans, John P., Beaumont, Texas; died July 
10, 1956; aged 79. 

Faas, Arthur P., Utica, N. Y.; New York Col- 
lege of Dentistry, 1897; died August 23, 
1956; aged 81. 

Farrington, Franklyn P., Beaumont, Texas; 
Baylor University College of Dentistry, 
1927; died August 12, 1956; aged 53. 

Feiok, Richard F., Tripp, S. D.; University of 
Illinois College of Dentistry, 1909; died 
September 12, 1956; aged 69. 

Fellows, Hubble C., New York; died July 10, 
1956; aged 76. 

Ferguson, Charles C., Enumclaw, Wash.; In- 
diana Dental College, 1905; died April 24, 
1956; aged 75. 

Fetterman, Amsbry H., Conemaugh, Pa.; Uni- 
versity of Pittsburgh School of Dentistry, 
1919; died July 11, 1956; aged 60. 

Fithian, David W., Rossville, Ill.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1899; died June 7, 1956; aged 81. 

Fly, William P., Jr., Lebanon, Tenn.; Univer- 
sity of Tennessee College of Dentistry, 1933; 
died April 1956; aged 46. 

Forshee, Irel L., Milford, Mich.; Western Re- 
serve University College of Dentistry, 1911; 
died May 3, 1956; aged 68. 

Frampton, Harris Burr, Fort Dodge, Iowa; 
University of Iowa College of Dentistry, 
1917; died May 13, 1956; aged 66. 

Frankel, Oscar, New York; University of Pitts- 
burgh School of Dentistry, 1942; died June 
10, 1956; aged 72. 

Friedline, George P., Boise, Idaho; died June 
12, 1956; aged 82. 

Friedmann, Bernard L., Los Angeles, Calif.; 
College of Physicians and Surgeons, San 
Francisco, 1908; died November 5, 1955; 
aged 73. 

Gafney, Aloysius R., Brooklyn; College of 
Dental and Oral Surgery, New York, 1917; 
died July 23, 1956; aged 71. 
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Garrison, Henry L., Chicago; Northwestern 
University Dental School, 1895; died Jan- 
uary 12, 1956; aged 85. 

Gibbin, Leo E., Buffalo; University of Buffalo 
School of Dentistry, 1915; died July 19, 
1956; aged 65. 

Gibson, Henry I., Madison, Wis. ; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1891; died September 22, 1956; aged 89. 

Godwin, Lloyd S., Detroit; Royal College of 
Dental Surgeons School of Dentistry, 1913; 
died August 5, 1956; aged 65. 

Goetz, Henry C., Springfield, Mass.; died June 
21, 1956. 

Goetzman, Frederick P., Shawneetown, IIL; 
St. Louis University School of Dentistry, 
1925; died August 17, 1956; aged 55. 

Goldberg, William, Brooklyn; Columbia Uni- 
versity School of Dental and Oral Surgery, 
1929; died July 17, 1956; aged 55. 

Goldthorp, Francis J., Chicago; Northwestern 
University Dental School, 1900; died Oc- 
tober 8, 1956; aged 80. 


Goodman, Charles D., Oakland, Calif.; Uni- - 


versity of California College of Dentistry, 
1906; died August 26, 1956; aged 70. 

Gordon, Fred W., Cleveland; University of 
Michigan College of Dental Surgery, 1887; 
died September 9, 1956; aged 93. 

Gorsey, Robert B., Cambridge, Mass.; Har- 
vard University Dental School, 1924; died 
July 12, 1956; aged 54. 

Grangaard, Lawrence R., Fond du Lac, Wis. ; 
Marquette University Dental School, 1941; 
died July 24, 1956; aged 40. 

Greenburg, William B., Waterbury, Conn.; 
University of Pennsylvania School of Den- 
tistry, 1906; died July 6, 1956; aged 72. 

Greenfield, Philip, New York; New York 
College of Dentistry, 1916; died July 28, 
1956 ; aged 63. 

Greenstein, Sidney H., Brooklyn; New York 
University College of Dentistry, 1932; died 
July 18, 1956; aged 48. 

Greenwood, William E., Saginaw, Mich.; De- 
troit College of Medicine Department of 
Dental Surgery, 1908; died August 17, 
1956; aged 72. 

Grenier, Oliver A., Franklin, N. H.; North- 
western University Dental School, 1943; 
died September 17, 1956; aged 37. 

Grobow, Edward I., Englewood, N. J.; Uni- 
versity of Pennsylvania School of Dentistry, 
1947; died August 31, 1956; aged 32. 

Guinn, James W., Abilene, Texas; Vanderbilt 
University School of Dentistry, 1911; died 
August 26, 1956; aged 70. 

Hall, Wright P., San Francisco; College of 
Physicians and Surgeons, San Francisco, 
1915; died August 18, 1956; aged 63. 
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Hardin, James D., West Frankfort, Ill. ; North- 
western University Dental School, 1918; 
died October 12, 1955; aged 60. 

Harper, Benjamin W., Santa Monica, Calif. ; 
Vanderbilt University School of Dentistry, 
1901; died July 24, 1956; aged 79. 

Harpole, Homer J., Maben, Miss.; North- 
western University Dental School, 1904; 
died August 16, 1956; aged 78. 

Harrison, Israel, Philadelphia; University of 
Pennsylvania School of Dentistry, 1923; 
died August 7, 1956; aged 54. 

Haven, Giles T., Stoughton, Wis.; Marquette 
University Dental School, 1915; died Sep- 
tember 17, 1956; aged 64. 

Hayden, Thomas, West Newton, Mass.; Tufts 
University School of Dental Medicine, 1908 ; 
died July 29, 1956; aged 75. 

Hayward, Waldo, Plymouth, Mass.; Baltimore 
Medical College Dental Department, 1903; 
died August 4, 1956; aged 78. 

Hedman, Lyle C., Wilmington, N. C.; North 
Pacific College of Oregon School of Den- 
tistry, Portland, 1935; died August 25, 
1956; aged 46. 

Helm, Chester D., Livermore, Ky.; Louisville 
College of Dentistry of Centre College, 
1918; died May 13, 1956; aged 62. 

Helmer, Philip A., Kewanee, Ill.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1902; died July 23, 1956; aged 82. 

Hembree, Marion D., Douglas, Ga.; Southern 
Dental College, Atlanta; died March 15, 
1956; aged 68. 

Henderson, Kenneth, Denver; Colorado Col- 
lege of Dental Surgery, 1912; died June 16, 
1956; aged 72. 

Hill, Earl J., Canton, Ohio; Cincinnati Col- 
lege of Dental Surgery, 1905; died April 22, 
1956; aged 79. 

Himmer, Richard F., Lawrence, Mass.; Tufts 
University School of Dental Medicine, 
1918; died July 7, 1956; aged 64. 

Hodge, William W., St. Albans, L.I., N. Y.; 
University of Pittsburgh School of Dentistry, 
1953; died August 25, 1956; aged 29. 

Hogue, Walter L., Wheeling, W. Va.; Ohio 
Medical University College of Dentistry, 
1904; died July 3, 1956; aged 74. 

Holstein, Fred M., Grove City, Pa.; Univer- 
sity of Pittsburgh School of Dentistry, 1927; 
died August 19, 1956; aged 50. 

Hughes, Clement C., Merrill, Wis.; Marquette 
University Dental School, 1923; died July 
6, 1956; aged 56. 

Hunt, Raymond D., San Bernardino, Calif. ; 
University of California College of Den- 
tistry, 1954; died July 25, 1956; aged 28. 

Hunter, Albert L., Swissvale, Pa.; University 
of Pittsburgh School of Dentistry, 1928; 
died October 31, 1955; aged 58. 
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Ingham, George G., Amarillo, Texas; Baylor 
University College of Dentistry, 1922; died 
August 2, 1956; aged 57. 

Isham, Arthur F., Buffalo; University of Buf- 
falo School of Dentistry, 1899; died March 
2, 1956; aged 93. 

Jarrett, Ben Andrew, Lexington, Tenn.; Uni- 
versity of Tennessee College of Dentistry, 
1931; died September 11, 1956; aged 55. 

Jeanmard, Henry A., Lafayette, La.; New 
Orleans College of Dentistry, 1907; died 
July 15, 1956; aged 72. 

Jensen, Gareld B., Stevens Point, Wis. ; North- 
western University Dental School, 1909; 
died August 8, 1956; aged 69. 

Jones, Claude E., Atlanta, Ga. ; Southern Den- 
tal College, Atlanta, 1911; died July 25, 
1956; aged 68. 

Kahnke, Lawrence A., Janesville, Minn.; 
Creighton University College of Dentistry, 
1912; died March 12, 1956; aged 63. 

Karja, Carl W., North Branch, Minn.; Uni- 
versity of Minnesota College of Dentistry, 
1954; died August 1, 1956; aged 36. 

Kassels, Harry I., Medford, Mass.; Baltimore 
College of Dental Surgery, University of 
- rea 1922; died July 10, 1956; aged 

2. 

Kayser, Harry W., Tacoma, Wash.; North 
Pacific College of Oregon School of Den- 
tistry, Portland, 1924; died July 7, 1956; 
aged 61. 

Keating, James T., West Allis, Wis.; Mar- 
quette University Dental School, 1934; died 
August 2, 1956; aged 46. 

Keeney, Jesse F., Quincy, Ill.; Keokuk Dental 
College, 1903; died March 3, 1956; aged 
75. 

Kenner, Lewis A., Columbia City, Ind.; 
Omaha Dental College, 1901; died June 17, 
1956; aged 85. 

Keogh, John J., Philadelphia; University of 
Pennsylvania School of Dentistry, 1912; 
died February 13, 1955; aged 69. 

Kilbourne, Lawrence G., Lone Tree, Iowa; 
University of Iowa College of Dentistry, 
1923; died September 7, 1956; aged 60. 

Kingsley, Ralph R., Ithaca, N. Y.; University 
of Pennsylvania School of Dentistry, 1904; 
died September 14, 1956; aged 74. 

Klein, Alexander, Braddock, Pa.; University 
of Pittsburgh School of Dentistry, 1925; 
died September 7, 1956; aged 53. 

Klinesteker, William B., Grand Rapids, Mich. ; 
University of Michigan College of Dental 
Surgery, 1916; died August 23, 1956; aged 
70. 


Konjoyan, Dickran M., Hartford, Conn.; Har- 
vard University Dental School, 1915; died 
August 27, 1956; aged 66. 


Kurtz, Frederick S., Englewood, Colo.; Uni- 
versity of Denver School of Dentistry, 1918; 
died July 29, 1956; aged 64. 

Kutikoff, Gamshei, Philadelphia; University 
of Pennsylvania School of Dentistry, 1917; 
died September 2, 1956; aged 72. 

Lamb, Harold W., Holyoke, Mass.; University 
of Pennsylvania School of Dentistry, 1905; 
died April 22, 1955; aged 82. 

Laurie, John W., Somerville, Mass.; Tufts 
University School of Dental Medicine, 1914; 
died August 6, 1956; aged 64. 

Lazansky, Joseph P., Birmingham, Ala.; Tufts 
University School of Dental Medicine, 1923; 
died July 27, 1956; aged 57. 

Lazarus, Morris A., Floral Park, L. I., New 
York; Harvard University Dental School, 
1902; died August 11, 1956; aged 76. 

Lee, M. R. Page, Berryville, Va.; Baltimore 
Medical College Dental Department, 1900; 
died March 1956; aged 84. 

Lee, Roscoe F., Washington, D. C.; Howard 
University College of Dentistry, 1922; died 
July 29, 1956; aged 59. 

Levy, Irwin R., New York; New York College 
of Dentistry, 1918; died August 19, 1956; 
aged 64. 

Lewis, Kenneth I., Huntington Park, Calif.; 
University of Southern California College 
of Dentistry, 1923; died October 7, 1956; 
aged 62. 

Lister, Leonard M., San Antonio, Texas; 
Meharry Medical College Dental Depart- 
ment, 1924; died July 22, 1956; aged 68. 

Lloyd, William L., Brunswick, Md.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1912; died September 24, 1956; 
aged 68. 

Lombard, Lewis, Boston; Tufts University 
School of Dental Medicine, 1908; died 
August 20, 1956; aged 75. 

Lopez, George W. G., New York; Howard 
University College of Dentistry, 1944; died 
January 3, 1956; aged 43. 

Loss, Fred S., New London, Wis.; Marquette 
University Dental School, 1915; died May 
5, 1956; aged 65. 

Luehring, Henry J., Milwaukee; Marquette 
University Dental School, 1915; died 
August 3, 1956; aged 70. 

Lund, Herman J., Chicago; Northwestern Uni- 
versity Dental School, 1911; died August 
2, 1956; aged 74. 

Luper, James C., Okolono, Miss.; Vanderbilt 
University School of Dentistry, 1916; died 
August 22, 1956; aged 66. 

Luxmore, William, Northbrook, Ill.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1899; died September 13, 1956; aged 
82. 
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Directory 


OFFICERS 

Harry Lyons, President... .... School of Dentistry, Medical College of Virginia, Richmond, Va. 
William R. Alstadt, President-Elect. Bldg., Little Rock, Ark. 
Eugene R. Westcott, First Vice-President. .................Mayfair Apts., Atlantic City, N.J. 
Harold E. Cafferata, Second Vice-President. ......................190 Mill St., Reno, Nev. 
John W. Knutson, Third Vice-President. .......................U.S. Public Health Service, 

HEW Bldg., South, Washington, D.C. 
Gerald D. Timmons, Speaker, House of Delegates. .......... .3223 N. Broad St., Philadelphia 
Harold Hillenbrand, Secretary... .... E. Superior St., Chicago 
C. Willard Camalier, Assistant Secretary. .............1726 Eye St., N.W., Washington, D.C. 
Louis M. Cruttenden, Assistant Secretary.....................222 E. Superior St., Chicago 
H. B. Washburn, Treasurer. ..................+.++++...+.+Lowry Medical Arts Bldg., St. Paul 

BOARD OF TRUSTEES 

Howard B. Higgins, 1959, Fifth District. ..............Montgomery Bldg., Spartanburg, S.C. 


Paul H. Jeserich, 1959, Ninth District. .........School of Dentistry, University of Michigan, 
Ann Arbor, Mich. 


Charles H. Patton, 1959, Third District. .....................235 S. 15th St., Philadelphia 
Robert J. Wells, 1959, Eighth District. .............2.00000000+21525 E. 53rd St., Chicago 
Edward R. White, 1959, Fourth District. .....................921 Bergen Ave., Jersey City 
Arthur W. Easton, 1958, First District.......................171 Main St., Norway, Maine 
Earl G. Jones, 1958, Seventh District. ....................185 E. State St., Columbus, Ohio 
A. F. Schopper, 1958, Sixth District. ...................Professional Bldg., Kansas City, Mo. 
Lewis W. Thom, 1958, Tenth District......................823 Nicollet Ave., Minneapolis 
John R. Abel, 1957, Thirteenth District... ....... .10231 Santa Monica Blvd., Los Angeles 25 
Harold M. Flickinger, 1957 (ad interim), Twelfth District. ..............306% E. Main St., 


Siloam Springs, Ark. 
Percy T. Phillips, 1957, Second District....................+...-18 E. 48th St., New York 
Clarence S. Renouard, 1957, Eleventh District.................Phoenix Bldg., Butte, Mont. 


BUREAUS 
Dental Health Education: Perry J. Sandell, Director, 222 E. Superior St., Chicago 
Economic Research and Statistics: B. D. Moen, Director, 222 E. Superior St., Chicago 
Library and Indexing Service: Donald A. Washburn, Director, 222 E. Superior St., Chicago 
Public Information: Herbert B. Bain, Director, 222 E. Superior St., Chicago 


COUNCILS 
Constitution and Bylaws: F. A. Pierson, Chm., Federal Securities Bldg., Lincoln, Neb. 
Dental Education: Carl A. Laughlin, Chm., Prunty Bldg., Clarksburg, W. Va. 
Shailer Peterson, Secy., 222 E. Superior St., Chicago 
Dental Health: J. H. Eshleman, Chm., 6414 Germantown Ave., Philadelphia 
R. H. Friedrich, Secy., 222 E. Superior St., Chicago 
Dental Research: Thomas J. Hill, Chm., Riverview Rd., Route 82, Brookville, Ohio 
H. Trendley Dean, Secy., 222 E. Superior St., Chicago 
Dental Therapeutics: Lester W. Burket, Chm., 4001 Spruce St., Philadelphia 4 
J. Roy Doty, Secy., 222 E. Superior St., Chicago 
Dental Trade and Laboratory Relations: Walter E. Dundon, Chm., 111 N. Wabash Ave., Chicago 
Bernard J. Beazley, Secy., 222 E. Superior St., Chicago 
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Federal Dental Services: F. J. Reichmann, Chm., Medical Arts Bldg., Oklahoma City 
Bernard J. Beazley, Secy., 222 E. Superior St., Chicago 

Hospital Dental Service: Frank B. Hower, Chm., Heyburn Bldg., Louisville, Ky. 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 


Insurance: J. S. Eilar, Chm., 7 Medical Arts Square, N.E., Albuquerque, N. Mex. 
Paul W. Zillmann, Secy., 29 Walden Ave., Buffalo 

International Relations: O. A. Oliver, Chm., 1915 Broadway, Nashville, Tenn. 
Obed H. Moen, Secy., Masonic Temple, Watertown, Wis. 

Journalism: J. C. A. Harding, Chm., 311 Nutmeg St., San Diego 

Judicial: C. E. Rutledge, Chm., 2500 Bissell St., Richmond, Calif. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Legislation: J. Claude Earnest, Chm., Bernhardt Bldg., Monroe, La. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Membership: J. R. Wallace, Chm., 31 Church St., Winchester, Mass. 

National Board of Dental Examiners: Robert 1. Humphrey, Chm., 185 N. Wabash Ave., Chicago 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 

Relief: H. R. Bleier, Chm., 4177 N. Oakland Ave., Milwaukee 
William O. Vopata, Secy., 1011 Lake St., Oak Park, II. 


Scientific Session: Charles S. Kurz, Chm., 550 N. Eighth St., Carlyle, Ill. 
Peter C. Goulding, Secy., 222 E. Superior St., Chicago 


SECTION CHAIRMEN 

Anesthesiology: Adrian O. Hubbell, 123 Atlantic Ave., Long Beach 2, Calif. 

Operative Dentistry: Herbert D. Coy, 4530 Park Ave., Richmond, Va. 

Oral Surgery: Karl H. Wood, 1835 Eye St., N.W., Washington 6, D.C. 

Orthodontics and Oral Development: Clifford L. Whitman, 268 Moore St., Hackensack, N.J. 

Pedodontics: William W. Demeritt, School of Dentistry, University of North Carolina, 
Chapel Hill, N.C. 

Periodontics: Evert A. Archer, 55 E. Washington St., Chicago 

Practice Administration: Harry M. Klenda, First National Bank Bldg., Wichita, Kan. 

Prosthodontics, Complete: Vincent Trapozzano, 3900 Central Ave., St. Petersburg, Fla. 

Prosthodontics, Partial: Douglas H. Yock, School of Dentistry, University of Minnesota, 
Minneapolis 

Public Health Dentistry: Rulon W. Openshaw, 6703 Melrose Ave., Los Angeles 

Research: Alton K. Fisher, College of Dentistry, State University of lowa, Iowa City 

Roentgenology: Donald T. Waggener, 800 S. 13th St., Lincoln, Neb. 
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Ninety-Eighth Annual Session 


Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Ninety-Ninth Annual Session 


One-Hundredth Annual Session 
One-Hundred and First Annual Session 


State 
Alabama 


Alaska 

Arizona 

Arkansas 

California 

S. California 
Colorado 
Connecticut 
Delaware 

District of Columbia 
Florida 


Idaho 
Indiana 


Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 


Montana 
aska 


Nevada 
New Hampshire 


New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 


Nov. 4-7, 


1957 


Nov. 10-13, 1958 
Sept. 21-24, 1959 


Oct. 17-20, 1960 


Miami, Fla. 
Dallas, Texas 
New York 
Los Angeles 


MEETINGS OF CONSTITUENT SOCIETIES 


Date 
Apr. 16-18 


May 1-4 
Apr. 7-10 
Apr. 15-17 
Apr. 7-10 
Oct. 6-9 
May 15-17 
Jan. 

Mar. 10-13 
Apr. 15-17 


Sept. 29-Oct. 2 
June 


May 16-18 
May 12-15 
May 20-22 
May 5-8 

May 13-16 
Mar. 31-Apr. 3 
Apr. 24-27 


May 5-8 

May 5-8 

Apr. 8-10 
Apr. 1-3 

Apr. 28-May 1 
May 26-29 


May 1-3 
Apr. 29-May 1 


May 5-7 

June 16-19 
May 12-15 
May 19-22 
May 20-22 
May 5-8 

Apr. 28-May 1 


Place 
Birmingham 


Chandler 

Little Rock 

San Francisco 
Los Angeles 
Colorado Springs 
Hartford 


Washington 
St. Petersburg 


Atlanta 
Honolulu 


Pocatello 
Peoria 
Indianapolis 
Des Moines 
Wichita 
Louisville 


Lake Charles 


Baltimore 
Boston 
Detroit 
Minneapolis 
Jackson 

St. Louis 


Billings 
Lincoln 


Las Vegas 
Whitefield 
Atlantic City 
Albuquerque 
New York 
Pinehurst 
Fargo 
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Secretary 
F. A. Finney, Jr. 


C. L. Polley 

W. G. Burke 

D. M. Hamm 
W. J. Healy 

S. M. Silverman 
G. H. Jackson 
E. S. Arnold 

J. C. Gantt 

J. F. Keaveny 
W. C. Mayo 


J. W. Yarbrough 
J. H. Dawe 


M. R. Johnson 
P. W. Clopper 


W. R. Shoemaker 


H. I. Wilson 
F. A. Richmond 


S. Bernhard 


M. Gower 
L. Inman, Jr. 


. E. Tingley 
Wertheimer 
V. E. Cassel 
A. Cohen 
D. Suggett 


G. Vedova 
A. Pierson 


M. Seifert 
F. E. Williams 
J. G. Carr 

J. S. Eilar 

C. A. Wilkie 
L. H. Butler 
J. H. Pfister 


. B. Coxwell, Jr. 


Address 

Box 787, 

Gadsden 

Box 1896, 

Juneau 

17 E. Weldon Ave.., 

Phoenix 

Box 89, 

Clarksville 

450 Sutter St., 

San Francisco 

903 Crenshaw Bivd., 

Los Angeles 19 

Republic Bldg.., 
enver 

37 Linnard Rd., 

W. Hartford 

1102 N. Jackson, 

Wilmington 

1029 Vermont Ave., N.W.., 

Washington 

Brent Annex, 

Pensacola 


Southern United Bidg., Macon 


810 N. Vineyard St., 
Honolulu 
1606 E. Center St., 
Pocatello 
Jefferson Bldg., 
eoria 
Citizens Bank Bidg., 
Anderson 
Insurance Exchange 
Bidg., Des Moines 
Brotherhood Bldg., 
Kansas City 1 
1976 Douglass Blvd., 
Louisville 
2515 Line Ave., 
Shreveport 
Box 27, Skowhegan 
Medical Arts Bldg., 
Baltimore 
12 Bay State Rd., 
Boston 15 
Michigan Dept. of Health, 
Lansing 
Hamm Bldg., 
St. Paul 
Plaza Bldg.., 
ackson 27 
Merchants Bank Blidg., 
City 
ox 311, Roundup 
Federal Securities 
Bidg., Lincoln 
755 Ryland Ave., 
Reno 
814 Elm St., 
Manchester 
407 Cooper St., 
Camden 
7 Medical Arts Sq., N.E., 
Albuquerque 
1 Hanson 
Brooklyn 
efferson Bidg., 
reensboro 
419% Dakota Ave., 
Wahpeton 
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State 
Oregon 
Panama Canal Zone 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 


Wyoming 


State 
Alabama 


Alaska 
Arizona 


Arkansas 
California 


Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 

a 

Hawaii 
Idaho 
Iinois 
Indiana 
lowa 

Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 


Montana 


Date 
Oct. 6-9 
Apr. 14-17 


Mar. 4-6 

Apr. 4, 5 

May 23-25 
Jan. 24-26 
Jan. 22, 23 
May 12-14 
May 12-15 
May 13-16 
Apr. 28-May 1 
May 23-25 
May 26-28 
Apr. 29-May 1 
Apr. 1-3 

July 21-24 
Apr. 29-May 1 


June 


Place 


Columbus 
Tulsa 


Portland 
Albrook A.F.B 
Harrisburg 
San Juan 
Providence 
Myrtle Beach 
Watertown 
Gatlinburg 
Houston 

Salt Lake City 
Manchester 
Virginia Beach 
Seattle 

White Sulphur 
Springs 
Milwaukee 
Sheridan 


MEETINGS OF STATE 


June 6-14* 
June 10, 


June 24-28* 
June 

Jan. 14-18 
Jan. 28-Feb. 2 
June 24 

July 29 

June 24-28} 


~ 


July 8-18*+ 
Feb. 20-24! 
June 24-26 
June 11-14*t} 
May 27-31*t 


June 2-7t 


June 20- 
June 10- 


Jan. 13-19 


June 9-15 
Jan. 7-11, 
June 17-21*t 
an. 3-5, 
June 18-20*t 
Jan. 24-30 
10-15, 
17, 18* 
June 10, 13, 
17, 18 


Place 
Birmingham 
Florence 
Little Rock 
San Francisco 


Los Angeles 
San Francisco 


Jacksonville 


Boise 


lowa City 


Kennebunkport 


Detroit 


Ann Arbor 
Minneapolis 


Jackson 


Kansas City 


Secretary 
E. G. Jones 
S. A. Russman 


T. D. Holder 


L. Robertson 


M. D. Zimmerman 


R. Carrasquillo 
J. S. Allen 

J. E. Wallace 
R. E. Decker 


A. M. Ballentine 


W. Ogle 
R. C. Dalgleish 
E. H. Van 
oord 

. T. McAfee 
J. M. Deines 
G. N. Casto, Jr. 
H. O. Hoppe 
T. J. Drew 


Secretary 
WAL. McCarty 


R. H. Williams 
W. G. Biddulph 


W. T. Jones 
T. G. Atwood 


G. H. Jackson 
C. G. Brooks 


P. K. Musselman 
W. T. Birthright 


R. P. Taylor, Jr. 


W. G. Brown 
H. L. Houvener 


A. G. DeWinter 


W. A. McKee 


C. A. Frech 
P. A. Hahn 


G. L. Teall 
J. J. Kelly 


R. C. Steib 


S. M. Gower 
H. Levin 


T. J. Glennon 


J. L. Champagne 


M. G. Walls 
J. C. Boswell 
R. R. Rhoades 


R. O, Betzner 


Address 


185 E. State St.. 
1219 Classen Dr., 
Oklahoma City 

Selling Bidg., 

Portland 

5700 USAF Dispensary, 
Albrook Air Force Base 
217 State St., 
Harrisburg 


P. O. Box 214, De Diego ¢ 3 


Rio Piedras 

Union Trust Bidg., 
Providence 

1420 Gregg St., 
Columbia 

Box 308, 

Parker 

215 W. Flower St., 
Pulaski 

3707 Gaston Ave., 
Dallas 10 

State Capitol Bldg.. 
Salt Lake City 

22 Washington St., 
Rutland 

Colonial National Bank 
Bldg., Roanoke 
Medical & Dental! Bldg., 
Seattle 


3820 McCorkle Ave., S.E., 


Charleston 
1331 W. Vliet St., 
Milwaukee 


State Office Bldg., Cheyenne 


BOARDS OF DENTAL EXAMINERS 


Address 
Professional Bidg., 
Montgomery 

Box 2122, Juneau 


1502 W. Osborn Rd., Phoenix 


107 E. Shelton, Monticello 
San Francisco 


450 Sutter St., 


Republic Bldg., Denver 
302 State St., 
143 W. Main St.. 
1835 Eye St., N.W., 
Washington 


P. O. Box 2913, Jacksonville 3 


Blackshear 
Dillingham Bldg., 
Honolulu 

Sun Bldg., Boise 
Wood Bidg., Benton 


Gary National Bank Bldg., 


Gary 

Farmers & Merchants 
Bank Bldg., Burlington 
Box 71, Hiawatha 

102 W. Madison St., 
Franklin 

Maison Blanche Bldg., 
New Orleans 

Box 27, Skowhegan 
3429 Park Heights Ave.. 
Baltimore 15 

323 Main St., Woburn 
3714 W. McNichols Rd., 
Detroit 21 


Lowry Bldg., St. Paul 
Medical Arts Bidg., 
Jackson 


Central Trust Bldg., 
Jefferson City 


303 Power Block, Helena 


Columbus 


New London 
Newark 


— 

q 

‘i 
12t 
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State 
Nebraska 


Nevada 
New Hampshire 


New Jersey 


New Mexico 
New York 


North Carolina 
North Dakota 
Ohio 
Oklahoma 


Oregon 
Pennsylvania 
Puerto Rico 
Rhode Island 


South Carolina 
South Dakota 
Tennessee 


Texas 


Utah 
Vermont 
Virginia 


Washington 


West Virginia 
Wisconsin 
Wyoming 

Most states require 
*Dental examination. 


Date 


June 20, 21* 
June 20t 


Feb. 5-8*t 
Feb. 5, 6tt 
June 25-28*} 
June 25, 26tt 
Dec. 10-13*t 
June 24*t 
July 8-12 


June 16-21* 
June 16-197 


June 24-307 

June 24-26*+ 
June 10-15* 

June 10, 11f 
Jan. 14-17 


June 24-26 
June 3-7*+ 


on locations of examinations. 


Name 


ANNOUNCEMENTS 


Place 


Boston 


Chapel Hill 
Fargo 


Philadelphia 
Pittsburgh 


Burlington 
Richmond 


Seattle 


West Liberty 
Milwaukee 


Secretary 
H. E. Weber 


A. A. Cozzalio 


S. G. Markos 


C. J. Schweikhardt 


. J. Clarke, Sr. 
. W. Beier 


. H. Guion 
- M. Flath 


F. L. Utter 


R. E. V. Miller, Sr. 


J. Mercado C. 
F. M. Hackett 
. L. Gunter 
. T. Aker 

C. R. Aita 

R. T. Weber 
A. Ridge, Jr. 
P. M. Fitch 

J. M. Hughes 
R. W. Frick 
C. C. Cottrill 
S. F. Donovan 
W. A. Hocker 


applications to be in 30 days prior to examination date. 
tDental hygiene examination. 
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Address 

Federal Securities Bidg.. 
Lincoln 

130 N. Virginia, 


Reno 
8 Renaud Ave., Dover 


20 Durand Rd.., 
Maplewood 

Artesia 

3S. Pearl St., Albany 7 


Doctors Bidg., Charlotte 7 
Williston 

322 E. State St., Columbus 15 
2420 N. Meridian, 

Oklahoma City 

Pioneer Trust Bldg., Salem 
Dept. of Public Instruction, 
Box 911, Harrisburg 
Comercio St. #452, 

San Juan 

267 Academy Ave., 
Providence 

1226 Pickens St., Columbia 1 
Canton 

Bennie-Dillon Bldg., 
Nashville 

Capital National Bank 
Bidg., Austin 16 
10 S. Second E., 
Newport 
Medical Arts Bldg.. 
Richmond 

P. O. Box 308, 
Pomeroy 

Box Glen Rogers 


Provo 


Tom 


tWrite to secretary of dental examining board for information 


MEETINGS OF OTHER ORGANIZATIONS 


Date 


a aA. 
y of D 


Prosthetics 


All India Dental Feb. 26-28 
Conference 


American Academy for Feb. 3 
Plastics Research in 
Dentistry 
American Academy of Feb. 2, 3 
Crown and Bridge 
Prosthodontics 


Apr. 28-May 4 


American Academy of Feb. 1-3 


Implant Dentures 
American Academy of 
Maxillofacial 
Prosthetics 

American Academy of 
Oral Pathology 


American Academy of 
Restorative Dentistry 
American Association 
of Dental Schools 
American Association 
of Endodontics 
American Association 
of Industrial 

Dentists 


Jan. 


Apr. 


Feb. 2 
Mar. 
Feb. 


Apr. 


31-Feb. 2 


6-8 


Place 


Columbus, 
Yhio 


Bombay, 
India 
Chicago 


Chicago 


Chicago 


Chicago 


Washington, 
D.C. 


Chicago 


Atlantic City, 
N., J. 


Chicago 


St. Louis 


Secy. or Chm. 
Furnas 


Ss. A. Tellis 
Secy. 

L. W. Harris 
Secy. 


E. C. Brooks 
Secy. 


P. S. Loechler 
Secy 

A. H. Bulbulian 
Pre 


J. L. Bernier 
Secy. 


A. G. James 
Secy. 


M. W. McCrea 
Secy. 
V. B. Milas 
. R. Aston 
y- 


Address 

928 Silverado St., 

La Jolla, Calif. 
Sambava Chambers, 
Sir P. M. Rd., 
Bombay 1, India 

25 E. Washington St., 
Chicago 2 


4500 Olive St., 
St. Louis 


540 N. California St., 
Stockton, Calif. 
Mayo Clinic, 
Rochester, Minn. 


Armed Forces Institute 
of Pathology, 
Walter Reed Army 
Medical Center, 
Washington, D. C. 
409 N. Camden Dr., 
Beverly Hills, Calif. 
42 S. Green St.. 
Baltimore 

2559 W. 63rd St., 
Chicago 29 
Pennsylvania Dept. 
of Health, 

P. O. Box 90, 
Harrisburg, Pa. 


Cole" 
W. E. Cole 
. 
| 
a 
ms 
| 
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Name 

American Association 
of Orthodontists 
American Board of 
Pedodontics 


American Dental 
Society of Europe 
American Denture 
Society 


American Equilibration 
Society 

American Society for 
the Advancement of 
General Anesthesia 
in Dentistry 
Berkshire Conference 
in Oral Pathology 
and Periodontology 


Chicago Dental 
Society 

Cincinnati Dental 
Society 

Cleveland Dental! 
Society 

Council on Dental 
Education, Dental 
Aptitude Tests 
Dallas Mid-Winter 
Dental Clinic 
Denver Dental Asso- 
ciation 

Federation Dentaire 
Internationale, 
Twelfth International 
Dental Congress 
Florida East Coast 
Dental Society, 
Midwinter Meeting 
Greater Philadelphia 
Annual Meeting 


International Associa- 
tion for Dental 
Research 

Japan Dental Associa- 
tion, Biennial National 
Meeting 

National Board 

of Dental Examiners 
Northwest Academy 
of Dental Medicine 
Pacific Coast Dental! 
Conference 

Third International 
Medical and Surgical 
Meetings— International 
Medical and Health 
Exhibition 

Thomas P. Hinman 
Mid-Winter Clinic 
Western Society of 
Periodontology 


Date 
May 13-16 


July 25-27 


Aug. 28-31 


Feb. 2, 3 
Feb. 1 


Mar. 25 


June 16-20 


Feb. 3-6 


Jan. 11, 12 


Mar. 27-29 


Mar. 21-23 


Apr. 28-30 


Apr. 1, 2 
May 12-16 
Aug. 19-22 


June 1-9 


Mar. 17-20 


Mar. 29-31 


Place 
New Orleans 


San Francisco 
Lausanne, 
Switzerland 
Chicago 
Chicago 


New York 


Lenox 
Mass. 


Chicago 
Cincinnati 


Cleveland 


Dallas, 
Texas 
Denver 


Rome 
Italy 
Palm Beach, 


a. 


Philadelphia 


Atlantic City, 
N. J. 


Tokyo 


Sun Valley, 
Idaho 
San Diego 


Turin, 
Italy 


Atlanta, 
Ga. 

Las Vegas, 
Nev. 


Secy. or Chm. 
Earl E. Shepard 
Secy. 

R. L. Ireland 
Secy. 


J. P. Molony 


Secy. 

V. L. Steffel 
Secy. 

C. K. Perry 
Secy. 

M. H. Feldman 
Exec. Secy. 


I. Glickman 
Dir. 


K. S. Richardson 
Exec. Secy. 

H. G. Frankel 
Chm, 

J. T. Reifke 
Chm. 

S. Peterson 
Secy. 


W. W. Sherrill 
Exec. Secy. 

E. T. Klein 
Secy. 

P. Lalli 

Secy, Gen. 


L. B. Bell 
Chm. 


H. Silver 
Exec. Secy. 


D. Y. Burrill 
Asst. Secy. 


T. Kashima 
Dir. 


G. J. Casey 
Secy. 
G. Underwood 
secy. 
Cc. W. Gilman 
Secy. 
B. Roccia 

ir. 


E. K. Patton 
Gen. Chm. 


C. L. Foss 


Address 

8230 Forsyth Blvd., 
St. Louis 

College of Dentistry. 
University of Nebraska, 
Lincoln 8, Neb. 

110 Harley St., 
London W.1, England 
College of Dentistry, 
Ohio State University, 
Columbus 

16350 E. Warren Ave., 
Detroit 24 

730 Fifth Ave., 

New York 19 


Tufts University, 
School of Dental 
Medicine, 

136 Harrison Ave., 
Boston 11 

30 N. Michigan Ave., 
Chicago 

Doctors Bldg., 
Cincinnati 

710 Carnegie Hall Bldg.., 
Cleveland 15 

222 E. Superior St., 
Chicago 


2609 Cedar Springs, 
Dallas, Texas 
Republic Bldg., 
Denver 

Via Boezio 16, 
Rome, Italy 


Citizens Bids. 
West Palm Beach, Fla. 


Bellevue-Stratford 
Hotel, 

Broad and Walnut Sts., 
Philadelphia 2 

129 E. Broadway, 
Louisville 2, Ky. 


1-Chome, Ogawa- 
machi, Kanda, 
Tokyo, Japan 

222 E. Superior St., 
Chicago 

Selling Bldg., 
Portland 5, Ore. 
219 E. 8th St., 
National City, Calif. 
Dentistry Clinic, 
University of Turin, 
Corso Polonia 2, 
Turin, Italy 


Box 136, Ben Hill Sta., 
Atlanta 11, Ga. 

239 E. Laurel St.. 

San Diego 1, Calif. 


Mar. 17-19 
May 6-8 

Jan. 18, 19 

Jan. 27-30 
Jan. 6-9 
on Sept. 7-14 
q 


ANNOUNCING 


National Board Examinations 


States and Agencies that recognize 
National Board Certificate 


ALABAMA NEVADA 


COLORADO NEW HAMPSHIRE 


e CONNECTICUT NORTH DAKOTA 
April 1-2, 1957 IDAHO 


OKLAHOMA 


(Applications should be received by March 1, 1957) ee _* 
INDIANA PENNSYLVANIA 
RHODE ISLAND 
December 2-3, 1957 aecuall SOUTH DAKOTA 
KENTUCKY UTAH 
(Applications should be received by Nov. 1, 1957) aidan westeere 
MAINE VIRGINIA 
MARYLAND WASHINGTON 
MASSACHUSETTS WEST VIRGINIA 
Brochure on MICHIGAN PUBLIC HEALTH 
describing the MINNESOTA U. S. ARMY 
. A DA MISSOURI U. S. NAVY 
Dental Examinations 
may be obtained mares: 


by writing: Council of the National Board of Dental Examiners 


AMERICAN DENTAL ASSOCIATION 
222 EAST SUPERIOR ST. -:- CHICAGO 11, ILLINOIS 
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YEAR BOOK PUBLISHERS 


Introduces 


TO THE DENTAL PROFESSION 


A New, Uniquely Practical At-the-Chair Guide That Even the 


Busiest Practitioner Can Find Time to Use 


FIRST ISSUE NOW READY 


“pRACTICAL 


DEVOTED TO 
D E N TA L CURRENT, COMMON 
MONOGRAPHS” : 


PRACTICE PROBLEMS 
EDITORIAL BOARD: E. CHERASKIN, M.D., D.M.D., Chairman 
HENRY B. CLARK, JR., M.D., D.D.S.; Roy G. ELLIs, D.D.S., M.Sc.D.; 
MAYNARD K. HINEg, D.D.S., M.S.; WILLIAM J. SIMON, D.D.S., M.S.D. 


NEW ... and first of its kind Ultra-practical Subjects Such as 
Unique, ultra-practical, illustrated bi- These To Be Covered in PDM 


monthly monographs to bring you TECHNIQUE FOR DIFFICULT LOWER IMPRESSIONS 


Ralph C. Appleby 
ful at-the-chair 
latest advances useful in i 


practice — New techniques, new mate- J. R. Hayward 
rials and apparatus, new prosthetic THE HIGH SPEED HANDPIECE 
developments, new basic knowledge. somes R. Jonson 
PULP PROTECTION AND PRESERVATION 
Issued 6 times a year — First issue Maury Messier 
to appear January, 1957, on Technique 
for Difficult Lower Impressions, by TREATMENT OF NECROTIZING ULCERATIVE 
Ralph C. Appleby. GINGIVITIS (VINCENT’S INFECTION) 
G. P. ivancie 
Each monograph pocket-size, pro- PERIODONTAL DISEASE IN CHILDREN 
fusely illustrated, 30 to 40 pages in B. O. A. Thomes 
length — no long-winded dissertations 
but specific, detailed how-to-do-it Frank E. Beube 
guidance. CANKER SORES 
T. F. McNair Scott 
Written by Leading American Au- TREATMENT OF LOCALIZING OSTEITIS 
thorities to the specifications of a dis- Deniel E. Weite 
tinguished editorial board. 


Roy L. Bodine, Jr. 


— 
q 
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One of the Most Noteworthy Contributions to 
Postgraduate Dental Education in the Past 25 Years 


Deowal 


Monographs” (you'll no doubt be calling it 
PDM) is more than just another new dental 
publication. It is an entirely different kind of 
periodical — one with a mission, conceived 
and produced on the premise that time is 
the professional man’s most precious asset. 


* Day after day the practicing dentist is 
missing vital new information simply be- 
cause he has neither time nor facilities to 
dig out and read these valuable practice aids. 
So much of it, too, is theoretical or heavily 
worded discussions in which the wheat can- 
not be found because of the chaff. 


* BUT, give the dental practitioner some- 
thing brief, compact, well illustrated — 
something quick-reading and ultra-practical 
—something specifically valuable in im- 
proving his skill, in impressing his patients 
with the fact they are getting the best that 
dental science has to offer—THEN real prog- 
ress in postgraduate education is achieved. 


* This is precisely what PDM does — 30 to 
40 page monographs will come to subscribers 
every other month throughout the year. An 
active and highly qualified editorial board 
selects topics of special interest and useful- 
ness (see opposite page). Leading authorities 
are commissioned to write the monographs. 
Each presentation must undergo strictest 
editorial inspection. Clarity, brevity, com- 
pleteness are mandatory. Generous use of 
large pictures of genuine teaching quality 
is a “must.” 


* The format is convenient and handy; 
pocket-size; paper-bound; printed in easy-to- 
read type on quality paper. Permanent- 
type binders will be available for convenient 
storage of monographs on your permanent 
reference-library shelves. 


* The PDM idea has already been enthu- 
siastically accepted in the medical field 
( Disease-a-Month Series). Now you too may 
enjoy the unique advantages of this new 
approach to postgraduate teaching service. 


ORDER FORM - 


CHARTER SUBSCRIPTIONS 
are now being entered. 
The order form at the 
right is provided for your 
convenience in putting 
your name on the sub- 
scription list to receive the 
first year’s issues, begin- 
ning January, 1957. Mail 


“PRACTICAL DENTAL MONOGRAPHS” 
c/o YEAR BOOK PUBLISHERS, INC. 
200 East Illinois St., Chicago 11, Ill. 


order for the New “Pra: | Dental Monographs” at 


Please enter m 
, for one 


$7.50, postpa ne (six 
the first issue, January, 1957. 


() Also send permanent-type binder at $1.25, postpaid. 


issues) beginning with 


Name 
it promptly to be sure 
you will receive the first 
Street 
issue of this unique new 
series of monographs, just 


Zone State 


off press. 


JADA 1-57 


4 

ENTAL MONOGRAPH: 

DENTAL MONOGRAPHS 

: 

3 
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THIS 


Startling as it may seem, it'll cost on average LESS 
than a nickel a day to have this Model 21, working for 
you for auxiliary duty and tasks you prefer to do away 
from the chair. Spread its small cost over the years during 
which the engine can r bly be expected to serve 
you and it represents an outlay (maintenance and current 
included) of not even a nickel per working day. THINK 


OF IT! 

Saves wear and tear on your office engine. os 

@ Takes up a bare minimum of bench space, hence BY LEADING DEALERS. 
no trouble finding room to set it up. * 

Correctly distributed weight prevents upsets—no 
need for permanent mounting on bench. FREE CATALOGUE 

®@ Speeds up to 12,000 rpm. 

© 6-speed foot-operated s ulator. WHY NOT SEND 

tg FOR YOUR COPY 


Backed by Foredom’s 34-year reputation for 
precision and quality. NO. D28A 


YOU PAY MORE THAN THE COST OF A "21" WHEN YOU DEPRIVE YOURSELF OF ITS BENEFITS. 


Xo ELECTRIC COMPANY 


27 PARK PLACE, Dept. @EEZY NEW YORK 7, N.Y 


4 ENGINE WORTH Fae 

q Only 
$44.50 
with Doriot 
handpiece 
4 $67.25 
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A.D.A. Group Life Program 


The only Life Insurance Plan Sponsored by the 
American Dental Association. 


$10,000 


YOU | Basic Life Insurance 


GET/s20,000 


For Accidental Death 


* Age Annually Semi-annually 
You Up to 30 $30.00 $16.00 

31 to 40 50.00 26.00 

41 to 50 80.00 41.00 
DAW) | mm. | 


ISSUED UP TO AGE 60 


* NOTE: AS INDICATED ABOVE 


When the need is greatest, 
the cost is lowest 


A.D.A. Group Life Program 
The Great-West Life Assurance Company 
1035 Field Building 
135 S. La. Salle St., Chicago 3, Ill. 


THE 


Great-West Lire 


ASSURANCE COMPANY 


HEAD OFFICE ~ Win Canad 


a5 
7 

obi 
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tttend... 


The 
Twelfth Congress 


of the 


INTERNATIONAL 
DENTAL FEDERATION 
ROME 


Sept. 7-14 '57 
TWO SPECIAL TOURS 


for 


A.D.A. MEMBERS 
Trip One— 22 Days 
Trip Two —31 Days 


For Information or Reservations 
Call or Write 


LEE KIRKLAND TRAVEL 


30 No. La Salle 1231 Baltimore 
Chicago, Ill. Kansas City, Mo. 


Could you use a few 
extra dollars? 


Then sell us your old 
issues of The Journal of 
the American Dental As- 
sociation. Copies of the 
following issues are 
wanted: 


MARCH 1914 
JUNE 1914 


OCTOBER 1914 
We will pay $1.50 for 


each copy we buy. Write us 


today telling us if you are 
willing to sell. 


Purchasing Dept. 


AMERICAN DENTAL ASSOCIATION 
222 E. Superior St., Chicago 11, Illinois 


Organize... Modernize 
Your Office Records! 


Daily Log 
for 1957 


THE DAILY LOG is designed spe- 
cifically for the dental 
thoroughly ORGANIZED and UP-TO- 
DATE system preferred by thousands 
of dentists since 1 


GIVES FACTS for management—for 
tax returns. Professional and personal 
figures kept separate. No bookkeeping 
knowledge required. Whether you do 
your own bookkeeping, or the work is 
done by an assistant, the Daily Log is 
SIMPLE and EASY to use. 


FULLY DATED with month, date and 
day printed on each Daily Page. Logi- 
cal and attractive forms cover every 
business aspect of your practice. 


LOOSELEAF forms bound in dated, 


attractively embossed screw-post binder. 
Handsome 7-ring flat-opening binder 
also available to hold forms from “post- 
bound” Daily Log. Return forms to 
original post-binder for safe, accessible 
storage at end of year. 


PRICE: $7.25 for CALENDAR YEAR. 
Satisfaction guaranteed. 


ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


COLWELL PUBLISHING CO. 
262 UNIVERSITY AVE. | CHAMPAIGN, ILL. 


COLWELL! 

| 
IDSs | 
| 
| 
| 
| 
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Oatmeal 


Presents No 
Digestive 
Burden 


DENTAL AUTHORITIES stress the 
importance of optimal nutrition 
in the aim toward better dental 
health during the early growth 
years. Oatmeal, with its wealth 
of essential nutrients, not only 
contributes broadly to good nu- 
trition, but—since its carbohy- 
drate is not readily degraded 
to simple fermentable sugars 
—is of virtually no cariogenic 
influence. 
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lts chemical, physical, and physiologic properties 
endow oatmeal with remarkable ease of digestion. 


In a broad series of tests the average coefficient 
of digestibility for oat protein was found to be 76 
per cent;! that for oat carbohydrate, 98 per cent;! 
that of oat fat ranged from 56 to as high as 100 
per cent.2 


Oatmeal, because of its eye appeal and pleasing 
taste, stimulates the flow of salivary and gastric 
secretions. Softly particulate in form, it is readily 
miscible with the digestive juices and presents a 
large surface area to enzymatic action, thus yielding 
rapidly to gastric and intestinal digestion. 


Oatmeal promotes comfort and efficiency of diges- 
tion throughout the gastrointestinal tract. The small 
amount of cellulosic material apparently aids in the 
breaking up of the compact gelatinous food mass in 
the stomach, thus facilitating gastric emptying.* 


Because of its chemical and mechanical blandness, 
its remarkable digestibility, and high nutrient value, 
oatmeal merits continued recommendation as a key 
dish of America’s breakfast, not only in the normal 
diet, but also whenever dietary adjustment is thera- 
peutically indicated. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned vari- 
eties which are of equal nutrient value. 


1. Merrill, A.L., and Watt, B.K.: Energy Value of Foods ... Basis 
and Derivation, United States Department of Agriculture, 
Human Nutrition Research Branch, Agricultural Research 
Service, Agriculture Handbook No. 74, March 1955, pp. 8, 9, 
25, 32-43, 60-87. 


2. MeCance, R.A., and Glaser, E.M.: The Energy Value of Oat- 
meal and the Digestibility and Absorption of Its Proteins, 
Fats and Calcium, Brit. J. Nutrition 2:221 (1948). 


3. McLester, J.S., a— Darby, W.J.: Nutrition and —y- in Health 
and Disease, ed. , Philadelphia, W.B. Saund 
1952, pp. 


The Quaker Oats @mpany. 


CHICAGO 


A.95 


; 
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THE DENTAL CLINICS jeu Concept 


in 
of NORTH AMERICA % 


In March, 1957 you will see the first number of Dental Practice—Handling the Latest Dental 
the DENTAL CLINICS OF NORTH AMERICA Materials—Etc. Each number contains this sort 
a new publication that will have a profound of well-illustrated symposium comprising about 
effect on your practice. 250 pages (see full contents of March Number 
The DENTAL CLINICS are books not maga- below). The authorities who will prepare these 
zines. They contain no advertising, only usable for you are all top-notch oral surgeons, ortho- 
clinical information applicable to your daily dontists, pedodontists, etc. 
practice. The Clinics tell you what to do, when The DENTAL CLINICS are sold only on a 
to do it, and how to do it on all phases of oral yearly basis of 3 numbers (March, July & No- 
diagnosis and treatment. vember). Per year—$14.00. To start your sub- 
You'll find topics like these—Oral Therapy scription with the first number, use the order 
Tumors of the Oral Regions—Emergencies in form appearing at the bottom of the page. 


CONTENTS — MARCH ISSUE 


DIFFERENTIAL DIAGNOSIS NEW DEVELOPMENTS IN 
OF PROSTHODONTIC NEEDS OPERATIVE DENTISTRY 
Raymond J. Nagle, D.M.D., Editor Drexell A. Boyd, D.D.S., Editor 
A Physiologic Denture Technique 
Ralph H. Boos Present Day Concepts of 
Criteria for Evaluation in Treatment Plan- 
ing in Fixed Partial Prosthesis Principles Associated with the Use of High 
David H. Coelho Speed Rotary Tools Robert E. Doerr 


The Appearance Phase of Denture Con- High Speed Preparations R. A. McEwen 


Esthetics of Denture Construction Ukrasonie kowi 
Rolend D. Fisher arry Postle and William Lefkowitz 


Diagnosis of the Edentulous Mouth and _ Selection and Purpose of Dental Restorative 
Probable Prognosis of its Rehabilitation Materials in Operative Dentistry 
Joseph H. Landa Herbert D. Coy 


Nutrition as It Affects the Edentulous Pa-  qy,¢ Amalgam Restoration John B. Mosteller 


tient Arvin Mann 
Factors of Diagnosis Which Influence the The Resin Restoration in Operative Den- 


Choice of Posterior Occlusion in Complete ay Brent A. Boyd 
Denture Prosthesis S. Howard Payne Gold Foil in Everyday Practice 
The Open Bite Jerome M. Schweitzer Bruce B. Smith 
Management of the Trial Denture Base Indirect Inlay Construction 

Sidney Silverman Frederick A. Hohilt 


An Aspect of ae a The Use of Rubber Base Impression Ma- 
meent K. [rapozzan0 serial for Indirect Procedures L. Rush Bailey 


Endodontic Procedures for the General 


Order Today! ee Practitioner Harry J. Healey 


W. B. SAUNDERS COMPANY ¢ West Washington Sq., Phila. 5 


| 

| 

| Please enter my THE DENTAL CLINICS Beginning March 1957 
| subscription for of NORTH AMERICA = $14.00 Per Year 
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“To Save You Reading “Jime... 
DENTAL ABSTRACTS 


Published monthly by the American Dental Association at 
the low annual subscription price of $6 for U.S. subscribers, 
$7 abroad. 


Each 64-page monthly issue of DENTAL ABSTRACTS contains approxi- 
mately 90 abstracts and eight illustrated digests, selected from 350 current 
dental and allied journals published in 50 countries. 


How would you like to receive each month succinct, comprehensive 
abstracts of articles reflecting the significant advances being made by 
dentistry throughout the world? One look at DENTAL ABSTRACTS will 
tell you why this new dental abstract journal is being acclaimed by 
readers in 65 countries. 


An antibruxism shield from Colombia . . . 

A device for root canal therapy from England... 
An Italian experiment with transplantation . . . 
The experiences of a dentist in the Antarctic ° wie 
A new technic for improving complete dentures .. . 


You will read about them all in DENTAL ABSTRACTS. 


AMERICAN DENTAL ASSOCIATION, Subscription Department 
222 East Superior Street, Chicago 11, Illinois 


Please enter my subscription to DENTAL ABSTRACTS for one year. 
My check is enclosed.* 


Name. 


Address_ 


City, zone and state 


*Subscription rate is $6 in U.S., $7 abroad 
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For BETTER and 
LASTING FILLINGS 


Ultra ND 


FILLING ALLOY 


FINE CUT. 


72% OR 68% SILVER 


dispensers Certified to 
meet ADA Spec No 1. 


72% — 10 ox. $19.75 
plus 1 oz. FREE 
68% —10 oz. si8 
plus 1 oz. FREE 


ORDER THROUGH: 
YOUR DEALER 


95 Nossaw Street, New York, N.Y 


FOR 
ENLARGED 
VISION 


which aids today’s 
high-speed techniques 


you need the oral 


3-D MAGNI-FOCUSER 


Dentists save valuable time by using the 
Magni-Focuser. It enlarges the field of 
operation and gives true 3-D perception 
of depth. It also relieves eye-strain. 
Leaves both hands free to work. Worn 
with or without regular eye glasses. Nor- 
mal vision resumed by raising head 
slightly. Weighs only 3 ounces. Order 
from your dealer or send $10.50 for 10- 
day trial. Money refunded if not fully 
satisfied. 


EDROY PRODUCTS CO. 


Department 16 
480 Lexington Avenue, New York 17, N.Y. 
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The NEW-and BETTER 
“Union Broach Automatic 


SURGICAL MALLET 


(Reiter) 


it also serves to seat inlays, | 
crowns or bridges . . . No other 
Surgical instrument does so 
much with so little effort on the 
pert of the operator. 


UNION BROACH CO., INC. 


37 W. 20th St., New York N.Y. 


Uniformly cut alloy of 
4 
ally lo + low of Can 
be used in alloy mercury 
a Dental $35 
With 6 Points— 
a “AUTOMATIC EXAKTA VX “ow cperoted and adjusted with 
a 35-mm. Single Lens Reflex Camera one hand, freeing the other for 1 
with £/2.0 Automatic Westagon Lens sponging and retracting . . 
- For easily made dental phatographs and faithtully Universally used as an elevator, 
reproduced oral conditions—facilitating case record 
a. ing in oral pathology, surgery, orthodontics and full 
mouth rehabilitation... an invaluable aid in 
o: education. New AUTOMATIC Lens, when fully stopped 
lad down, permits housing. and viewing without annoying 
the patient mode ing lights. In | 
use personal photography, | 
se FREE! Write Dept. 200 for Free Descriptive Book | 
4 let “B" on Camera & Accessories and Brochure on ee 
i Close-Up Technique with Automatic Exakta VX. - 
EXAKTA CAMERA COMPANY 
705 Bronx River Rd., Bronxville 8. N.Y 


Good vision now ... good eyes 20 years from now 


The problem of eye-strain—and the 
resulting fatigue—are not new to any 
dentist. 

Your eyes are important to you 
now, and just as important 20 years 
from now. Why not give them the 
best care possible? 

These lights—the Castle GV and 
PV—are a matched pair that cut out 
strong glare, reduce shadows and con- 
trasts. This makes seeing easier and 
your day’s work less tiring. 

Directly overhead, General Vision 
Light illuminates office and work 


area. Properly balanced with the 
PanoVision, the GV Light keeps 
room contrasts low and lights your 
work area with soft, restful lighting. 

Multi-beam PanoVision lampillum- 
inates oral cavity with diffuse, glare- 
less light. Diverging rays from special 
Castle reflector give proper intensity of 
light, yet keep shadows to a minimum. 

Show yourself how much easier it is 
working with Castle PV and GV 
Lights. Phone your Castle dealer for a 
demonstration and free trial . « . or 
write for free catalog to: 


LIGHTS AND STERILIZERS 


WILMOT CASTLE CO. « 


1846 E. HENRIETTA RD. «+ 


ROCHESTER, N. Y. 
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CLASSIFIED 
ADVERTISING 


Forms close on 25th 
of second month preceding month of issue 


Remittance Must Accompany 
Classified Ads. 


PRACTICES AND OFFICES FOR SALE 
OR RENT 


ALABAMA—For sale or rent. Dental suite 
in medico-dental building now under con- 
struction. Occupancy in February 1957. City 
of 35,000 in trade area of 75,000. Eleven den- 
tists in city. Address A.D.A. Box No. 503. 


CALIFORNIA—Retiring. General 

established 28 years. 
purchase two chair complete office equip- 
ment. On your own terms. Highly desirable 
industrial city—Los Angeles area near 
ocean. Offices large enough for two dentists. 
Dr. Kenneth Claman, 351 Main St., El Se- 
gundo, Calif. 


practice 
Just rent space and 


CALIFORNIA—Dental suite for lease. New 
shopping center—West Fullerton, Calif. 


Thirty minutes from Los Angeles. Excellent 


location. Share large furnished waiting 
room with M.D. I. Mehiman, M.D., 21945 
Auton Ave., Riverside, Calif. 


CALIFORNIA—Combined modern two chair 

dental office fully equipped and home 
available in La Jolla. On long term lease 
with option to buy. This is a wonderful op- 
ortunity at reasonable rental. Write Mrs. 
Yenise P. Smith, 401 S. Lucerne Blvd., Los 
Angeles 5 


FLORIDA—Office space for reasonable rent. 
Completely plumbed and wired for three 
chair dental office. Located in center of 
town. Left vacant because of moving into 
home and dental office combination. Dr. 
R. E. Clark, Box 518, Tarpon Springs, Fla. 


FLORIDA—Coral Gables, or Ft. Lauderdale 
area, dentist age 36, desires association 
with older man engaged in a high grossing 
practice with the option to purchase prac- 
tice in the near future. Address A.D.A. Box 
No. 517. 


GEORGIA—Decatur area. For sale. Nearly 
new, three operating rooms, two fully 
equipped by Ritter. Excellent future in fast 


growin area. Collected above $30,000 for 
each o ast three years. Replies strictly 
confidential. Address A.D.A. Box No. 508. 


ILLINOIS—Residential district for St. Louis 

area. For sale. Two new, fully equipped, 
air-conditioned, operating rooms in office 
building, elevator. Established 10 years. 
Gross over $30,000 easily. Top type of prac- 
tice. Low overhead. Will introduce. Con- 
venient terms. Returning to school for 
oo work. Address A.D.A. Box No. 


Classified advertising rates are as follows: 


30 words or less—per insertion...........-.--- $4.00 
Additional words, 10 
Answers sent c/o American Dental 

no extra charge 


Replies to A.D.A. box number ads should be ad- 
dressed as follows: 

American Dental! Association 

222 E. Superior Street 

Chicago II, Ill. 
Please be sure that the box number appears on 

the envelope. 


ILLINOIS—New dental 

ment for rent in southern Illinois town. 
Dental office not equipped. Rent very 
reasonable. No other dentist in town. Refer- 


office with apart- 


ences requested. Address A.D.A. Box No. 
506. 

ILLINOIS—For sale. New modern bungalow 


dental office ng gS and practice in cen- 
tral Illinois town of 13,000. It is a two chair 
standard office, well located, air-conditioned, 
sound conditioned, well landscaped, on aoe 
lot, near business center, with ample par 
ing. The practice is active, cash, with good 
gross. Address A.D.A. Box No. 429. 


ILLINOIS—Nauvoo. For rent. Dental office 

available, excellent location, second floor 
of state bank building. $50.00 per month 
including heat and water. Former dentist 
died suddenly. No other dentist in town; 
prosperous community; offers wonderful ~F 
portunity. Present equipment can be bought 
ata very nominal figure. Contact State Bank 
of Nauvoo, Nauvoo, Ill 


KANSAS—Garden City. For sale or lease. 

A three chair Ritter unit office. A well 
equipped, clean, air-conditioned, second floor 
comes One of best practices in the state, 
now closed because of allergy to climate. 
Reference desired. For further details con- 


tact Pet Rone, Garden City, Kan. 
KENTUCKY — Dentist urgently needed. 
Drawing population 25,000. Home of 


multi-million dollar atomic plant. Large in- 
dustrial area. Low rent office space with 
parking available. Ideal location. Write the 
Secretary, Long Oak Lions Club, Paducah, 
Ky. 


LOUISIANA—For rent. Completely equipped, 

air-conditioned dental office consisting of 
two chairs, two units, one x-ray, all usual 
instruments, laboratory. Town of Lake 
Providence, situated in trade area of 15,000, 
primarily Only one full time 
dentist in town. Lake and Mississippi River 
adjacent to town with excellent hunting 
and fishing. Reasonable rent with option to 
buy. Previous owner deceased. For further 


details contact T. G. Biggs, Jr., M.D., Box 
278, Oak Grove, La. 

MARYLAND—Available soon, rent, lease, 


sale, options, 1, 2 (or three chair) air 
conditioned in modern, garden-type, 420 
unit apartment development along main 
road in suburb adjoining Washington, D. C. 
Owner in service. Attractive terms can in- 
clude Ivory Model “E” Ritter Unit, motor- 
chair, American Mobile cabinet, C astle pano- 
vision, autoclave, McKesson- Naregraff, ete. 
Address A.D.A. Box No. 519. 
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MASSACHUSETTS—Renting dental suite. 
Me terms. First floor, bank; second 
floor, legal and medical offices. No competi- 
tion. Parking maximum, medical coopera- 
tion. Excellent income. Unusual oppor- 
tunity and ideal location. Dr. John Alifano, 
924 Main St., Springfield 3, Mass. 


MICHIGAN—For sale. Three chair office and 

three bedroom home in central Michigan. 
Active practice established nine years. Low 
down payment, be busy immediately. Ad- 
dress A.D.A. Box No. 465. 


MINNESOTA—For sale. Established prac- 

tice in northern town of 8,000. Excellent 
equipment, two chair office, fully equipped 
and supplied. Ready to occupy. Dentist 
going into service. Address A.D.A. Box No. 
514. 


NEW JERSEY — Monmouth County. For 

sale. In the heart of an active community, 
two chair, air-conditioned office. Low rent. 
May consider renting with option to buy. 
$4,800. Moving out of state. Address A.D.A. 
Box No. 518. 


NEW YORK—For sale or rent. Modern 

(Ritter) air-conditioned dental office, fully 
equipped, excellent location in Hempstead, 
Long Island, N. Y. Call Erwin Staller, Chapel 
9-8383 or write: Box 26, Farmingdale, N. Y. 


NEW YORK—New York State southern 

county, 40 minutes by avougawey to 
Times Square. For sale, established office, 
complete equipment. Excellent future for a 
young dentist. Price very reasonable. New 
York license required. Address A.D.A. Box 
No. 502. 


OHIO—-For sale. Combination office and 

residence. Beautiful corner location on 
main street in suburban area. Fully 
equipped, modern air-conditioned office, com- 
plete with laboratory, dark room, operating 
room, business office and carpeted reception 
room. Residence recently redecorated, spa- 
cious rooms centrally located in southern 
Ohio’s growing industrial area. Address 
A.D.A. Box No. 505. 


OHIO—For sale, fully equipped, modern, 

spacious, one chair office with room for 
second chair. Located in shopping center in 
suburban community. Address .D.A. Box 
No. 497. 


PENNSYLVANIA — Suburban Philadelphia, 
main line combination practice and real 
estate. Established for over 25 years with 
choice clientele. Gracious brick colonial 
home with completely equipped office. For 
information Address A.D.A. Box No. 491. 


TEXAS—For sale. Established practice, 

centrally located, modern, air-conditioned, 
two chair office. Grossing $30,000. Very at- 
tractive price. Write Mrs. V. H. Vigil, 416 
Mills Bidg., El Paso, Texas. 


* VERMONT—Fully equi »ped dental office and 
practice outfit including gas machine. In 
perfect working order, Ritter electrical 
equipment. Office used as dental office for 50 
years. Centrally located in university city of 
35,000. Retiring, will sacrifice for quick sale 
at $500. Write Dr. G. E. Partridge, 148 Col- 
lege St., Burlington, Vt. Telephone 4-4750. 
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WISCONSIN—For sale. Recently remodeled 

ground floor dental office building, air 
conditioned, two operating rooms, examina- 
tion room, laboratory, private office, busi- 
ness area, reception room. Good practice. 
priced. Address A.D.As Box No. 


WISCONSIN—For sale. Practice and equip- 

ment in Racine, Wis. Downtown two 
chair office. Very reasonable. Husband 
passed away. Address Mrs. Rex Capwell, 305 
8S. Vincennes Cir., Racine, Wis. 


OPPORTUNITIES AVAILABLE 


CALIFORNIA — Pedodontist desires asso- 

ciate full time. No Saturdays or evenings. 
Top income, $14,000 to $18,000. Incentive and 
bonus plan. Dr. Paul Schiff, 808 E. Manches- 
ter, Inglewood, Calif. 


CALIFORNIA—Wanted: associate for Palm- 
dale, Calif. Excellent opportunity for 
young man interested in children's dentistry. 
Contact Harry Massie, Box 857, Palmdale, 
Calif. 


CALIFORNIA — Southern. Wanted: pedo- 

dontist to replace assistant who left about 
November 1. A minimum of one year’s expe- 
rience required. Dr. L. F. Parker, 6919 Mag- 
nolia Ave., Riverside, Calif. 


FLORIDA—Miami Beach. Will form an as- 

sociation or partnership. Completely 
equipped modern two chair office. Air-condi- 
tioned elevator building. Finest central lo- 
cation, main street, Lincoln Rd. Address 
A.D.A. Box No. 498. 


ILLINOIS—Dentist wanted for a country 

practice in a country town in a real farm- 
ing and dairy country. New high school. 
Four rooms, two chair modern office except 
x-ray. Reason, poor health. May work part 
time. No cash, go to work. Dr. G. I. Lewis, 
Dieterich, Il. 


ILLINOIS—Chicago. Dentist wanted for new 

physician's and dentist's office being built 
in the Midway Airport area. Excellent op- 
sortunity. Call Mrs. Babin at Portsmouth 
7-7373. 


NEW JERSEY—Central. Ideal location for 

dentist in rapidly growing area. Only one 
dentist per 6,600 at present. For details ad- 
dress A.D.A. Box No. 509. 


NEW YORK — Married veteran dentist 
wanted for permanent association in small 
town modern office. For further details write 
Dr. Marvin M. Poster, 321 Scott Ave., Syra- 
cuse, N. Y. 


NORTH CAROLINA—Dentist for 3,000 bed 
hospital. House available to married doc- 
tor, room and full maintenance if single. 
Salary commensurate to training and expe- 
rience. Write Superintendent, State Hospital, 
Goldsboro, N. C. 


NORTH DAKOTA—Excellent opportunity 

for an experienced dentist to join medical 
group as partner, after one year of guaran- 
teed salary. Starting salary $600 per month, 
pes percentage. (Other arrangements can 
»e made). Equipment modern. Two chairs, 
North Dakota license necessary. Start im- 
mediately. Martin Hochhauser, M.D., Garri- 
son Clinic, Garrison, N. D. 
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to rent 
Share 
Write 


NORTH DAKOTA—Opportunit 
office space in medical clinic. 
stenographer and receptionist, etc. 
Tri-State Clinic, Bowman, N. D. 
PENNSYLVANIA—Ideal dentist location, 
208 Shadeland Ave., Drexel Hill, Pa. Old 
and new home section without dentist, good 
income area. Three rooms will accommodate 
two dentists. Private parking. 69th St. bus 
stops at door. Will alter to your require- 
ments. John J. Coyle, MA 3-6500. 


Hygienists 


CALIFORNIA — Dental hygienist. Salary 

$414-$496. 25 miles from University of 
California and Oakland. Liberal sick leave, 
three weeks vacation and retirement. Test 
will be given in your home city. Write 
Contra Costa County Civil Service, Box 710, 
Martinez, Calif. 


FLORIDA—Wanted, dental hygienist _li- 


ecensed in Florida. Air-conditioned office, 
new equipment, resort city. Guaranteed sal- 


ary and commission. For full particulars 
write or call Dr. Hugh Ford, 908 8S. Ft. 
Harrison, Clearwater, Fla. 


VERMONT—Assistant to state dental direc- 

tor and probably later to act as supervis- 
ing hygienist. Five day week, 2% weeks va- 
eation and other benefits. $3,354 to $4,056 
and travel expenses. Write Personnel Officer, 
Dept. of Health, 115 Colchester Ave., Bur- 
lington, Vt. 


OPPORTUNITIES WANTED 


Oral surgeon, 30 years of age, married, 

veteran. Three years board approved 
graduate training. Desires association, part- 
nership or purchase of established practice. 
que une 1, 1957. Address A.D.A. Box 
No. 478. 


Florida licensed dentist, completing military 

service August 1957, desires to purchase 
established practice in or around Ft. 
Lauderdale area. Will consider an associa- 
tion or partnership in a high type dental 
practice. Well experienced in general den- 
tistry. Licensed by Georgia and National 
Boards. Will exchange résumés on request. 
Address A.D.A. Box No. 507. 


Recent graduate, ambitious, desires associa- 

tion in an established general practice of 
high professional standards. Would prefer 
medium sized city or suburban location in 
Middle West. Have National Boards— 
licensed in Kansas and Missouri. Will take 
other Boards. Military obligation fulfilled. 
Have own equipment. Age 30, married, three 
children. Am financially unable to wait for 
aces to build. Address A.D.A. Box No. 


Oral surgeon age 33, B.S., D.D.S., M.S.D., 
completing three years’ training June 


1957. Alabama, California, Illinois, Indiana, 
Wisconsin Boards. Desire association in or 
purchase of surgery practice. Address 
A.D.A. Box No, 504. 


Dentist, New York license, two years’ mili- 

tary experience desires exciting, stimulat- 
ing dental employment, fellowship, research, 
etc. outside the United States. 26 years, 
married, no children. Address A.D.A. Box 
No. 499 


Dentist, completing military service July, 
settling in San Francisco area. As yet 
have no California license. Desires employ- 
ment for one year. Age 26, married. Offers 


and ideas appreciated. Address A.D.A. Box 
No. 501. 


Pennsylvania—seven years’ experience, busy 


general practice. Own complete modern 
equipment. Completing military obligation 
May 1957. Age 34, married, reliable. Inter- 


ested in purchase or association in active 
practice. Address A.D.A. Box No. 513. 


New Jersey—New York oral surgeon age 31, 
completing residency June, 1957. Five 
years’ general practice, 30 months military 
service, one year postgraduate training and 
one year internship. Desires association or 
location. Address A.D.A. Box No. 515. 


Oral surgeon completing training July 1957. 

Desires association with well established 
oral surgeon. Licensed in Colorado and New 
Mexico, would take other boards. Three 
years oral surgery residency with M.S. Mili- 
tary requirements completed. Married, age 
31. Address A.D.A. Box No. 516 


Dedicated dentist—has had enough of 

merry-go-round private practice. 35 years 
old, family, World War II veteran, six years 
busy private general practice. Experience in 
writing, editing, public speaking, organiza- 
tion. Desires busy position in administra- 
tion, teaching, research, or clinical practice 
devoted to thorough dentistry. Interested in 
postgraduate study and the furtherance of 
the profession. Address A.D.A. Box No. 500. 


Maryland licensed, young chief hospital 


resident desires association with estab- 
lished dentist. Location preferred outside of 


Washington, D. C. area. Married, draft 
exempt. Albert H. Stevens, D.D.S., 89-97 
220th St., Queens Village, L. L, N. Y. 


California licensed, 1955 graduate, age 28, 

married with family, wishes to associate 
with established office engaged in a pedo- 
dontic or general practice in San Francisco 
Bay area or coast town. Has own equip- 
ment. Present private general practice in 
small San Joaquin Valley town netting 
s7ge-s900 monthly. Address A.D.A. Box No. 
512. 


Midwestern dentist. Ten years’ experience. 

Navy veteran, family, 33, desires position 
in dentistry or allied field not involving 
actual practice. Interested in research, sell- 
ing, public health. Must be permanent. Ad- 
dress A.D.A. Box No. 510. 


WANTED TO BUY 


Old or used dental books, journals, prints. 
Leo L. Bruder, 1 DeKalb Ave., Dept. 21, . 
Brooklyn, N. Y. Dealer in out-of-print dental 

literature. 
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‘yHuldt, S.,. “factors influencing the 
Efficiency of jDental Anesthe 
tics in Mont’, Acta Odontolegica an 
Scandinavica, Volume 11, Supple- with 
ment 13, T1933. 


Neponset St., Worcester, Mass, USA. INC. 


NJECTION 
and BEFORE DEEP SCALING 


Council Acceptance is ; 

your assurance of 

XY LOCAINE 


RAND OF LIDOCAINE? 
DISPENSETS 


For dentist-directed _ 
home use... 


A CEUTICAL-PROD UCTS: 
and ia Carte Jo bye 


Waite, for 


\ 
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ADA. specifications. 
regular or extra fine cut 


Alloy Manufacturers dni 1907 
ODONTOGRAPHIC MANUFACTURING INC. 
COOPER SQUARE NEW 
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TRUE | AS A PLUMB... 
 Odontographic. 
@ Here isa precision-formula...a 
alloythat polishes a 
dense, durable amalgam fillings of 
IMPROVED ALIQOV ANT MEDCURY 
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ASPIRATION is held mandatory by leading anesthesiologists, 


particularly in using highly potent, fast-acting local 
anesthetic solutions. 


The new Carpule “ASPIRATOR” enables you to aspirate 
before every injection, positively, safely, easily, 
with the standard Carpule cartridges. Hence you can — 


@ Eliminate danger of intravascular injection, thus increasing 
patient comfort and tolerance, and making local anesthesia, 
the safest known, still safer by minimizing systemic reactions. 


@ Obtain Grade A anesthesia more consistently, as the solution 
will not be dissipated by the blood stream. 


The Carpule “ASPIRATOR” has all the time-proven fea- 
tures of the Carpule Positive Lock Syringe plus the 
aspirating feature. It requires no change in technique; 
no special cartridges; is simple to use; easily cared 


for; 


sterilization. 
NEW FEATURES ARE — 


= 
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and readily disassembled for cleaning and 


@ Thumb Ring — permits aspiration with one hand. 

@ Spool Finger Grip— assures positive grip on 
syringe in aspirating, and is so formed that syringe 
will not roll off bracket table. 


© Hollow Piston Red containing Harpoon which, when 
embedded in rubber plunger, retracts it to aspirate. 


Order a Carpule “ASPIRATOR” from Your Dealer Today. 
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a record of 


years of distinguished service 


The American Dental Association Relief Fund this 
year is completing a half century of help to dentists 
and their dependents in need. 

The Relief Fund needs your help NOW to carry on. . 
Won’t you make your anniversary contribution to the 
Relief Fund just as “golden” as you possibly can! 


American Dental Association Relief Fund. 


222 BAST SUPERIOR STREBT « CHICAGO £1, ILLINOIS 
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Few questions are asked more insistently 
by patients than this: How can children 
and their mothers successfully cope with 
the dangers of excessive sweets, mis- 
guided appetites, and the constant need 
to keep teeth clean throughout the day? 

Denial alone seldom succeeds. But if 
those keen young appetites are given 
ample access to the protective foods that 
appeal to the youngsters’ native tastes, 
the problem becomes more readily man- 
ageuble. 

For example, what happens when a 
bow! of bright apples is put in reach of 
the small fry? Or when the refrigerator 
may be freely raided for apples? Lips 
smack, teeth sink into crisp juiciness, 
healthfully satisfying the between-meals 


urge to eat, topping off the school lunch, 
or evening meal. 

When a young family makes a point of 
keeping fresh fruits plentifully available, 
the entire dietary pattern, and the eating 
habits developed by the children, are 
favorably affected. 

The important thing is that they do 
make a point of it. 

Worth suggesting? 


“Gateway to Health,”” 16 mm. 
color and sound. Case histories from a 
typical practice demonstrate the influ- 
ence of dietary habits on dental health. 
Available from ADA film library or 
write to address below. 


THE APPLE GROWERS OF AMERICA 


NATIONAL APPLE INSTITUTE, 726 JACKSON PLACE, N. W., WASHINGTON 6, D.C. 
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Restful 
hobby 


for busy 
people 


Organ music is the most relaxing of all music, 
psychologists maintain. And now, busy pro- 
fessional people who have never played music 
before are amazed to find they can enjoy 
themselves at the Hammond Chord Organ. 
You can start right in playing, without les- 
sons or tedious practise. 


You can play 

a tune in 

30 minutes on 
the Hammond 
Chord Organ 


One finger plays the melody. One finger adds 
rich, full chords. 

If you don’t read notes, you use Picture 
Music that anyone can follow. In a few 
weeks, you'll be playing all sorts of selections 
—popular, religious, even classical! 

Try the Hammond Chord Organ at your 
dealer’s and see. No obligation. And mail 
coupon for further details. $975, f.o.b. Chi- 
cago, in Walnut. Blond or Ebony slightly 
higher. Terms arranged. 


te Hammond Chord Organ 


by the makers of Hammond Organs 


Hammond Organ Company 

4242 W. Diversey Ave., Chicago 39, Illinois 
Without obligation, send details about the 
Hammond Organ. 


City. Zone. State 


Name. 
! 


[116 S. Michigan Ave., Chicago 3, Ill. 


for 


\ patients 


4 4 


recommend — 
non-cariogenic 


Samples and literature on request. 
| Please give druggist's name and address. 

AMUROL PRODUCTS COMPAN 


4 & ries-active 
 Sugar'ess 
| 
| 
| REFRESHING MINT FLAVORE 
Deliciously sweet, but free ton 4 
sugar. Available through drug 
department and health food 
4 
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FOR YOUR 
DENTURE 
PATIENTS 


available also ina | 


NEW SOFT CUSHION 
formula 


New Soft Cushion DuraBase permits one visit rebasing 
at the chair, it is self-curing; it makes a lasting chem- 
ical union with all acrylic dentures. 


/ 

Mou: ask But in addition, the enduring resilience of new- 
your dealer formula “Soft Cushion” eases painful pressure spots; 
protects hard boney areas. 


Soft Cushion 


Also, the exceptional adhesion and suction of this 
new rebase comfortably carries the patient 


or DuraBase through the difficult period of adjustment— 
Regular (hard) 


eliminating the time-consuming return visits. 


DuraBase Soft Cushion is non-burning, non- 

smarting, dense, stable and non-absorbent. 

Your patient’s complete satisfaction is 
guaranteed. 


The $10 kit, either Soft Cushion 


or Regular, is sufficient for 
more than 20 cases 


Now! GREATER COMFORT 
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um restorations satisfy 

every dimensional re- 

quirement. This means, 
of course, that these outstanding appli- 
ances provide accuracy in definitive de- 
gree; they fit on delivery, and your pa- 
tients do not have to sit and wait for 
grinding adjustments and repolishing. 
They are milled to occlusion, comforta- 
ble to wear, function efficiently. But this is 
not all...they are designed and cast with 
minimum weight and volume. Clasps, 
bars and saddles are thin, yet strong; they 


displace the least possible oral area, 
provide more normal mouth feeling, as- 
sure maximum tongue room. The whole 
objective is to assist you in restoring 
mouths insofar as humanly possible to 
their natural appearance, sensitiveness 
and use. For complete satisfaction have 
your next restoration processed by your 
preferred laboratory with Nobilium met- 
al, materials and facilities. 


NOBILIUM PRODUCTS, INC. 


Chicago 
NOBILIUM of MIAMI, Miami 


NOBILIUM PRODUCTS of CANADA, LTD. 


Toronto 


Philadeiphia 


Los Angeles 
NOBILIUM of TEXAS, Houston 


NOBILIUM of EUROPE 
A. B. Stockholm 


Export Department of Nobilium Products, Inc. 
2255 Broadway, New York 24, N.Y. 


; 
1 = 
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A HYDRAULIC CONTRA ANGLE HANDPIECE * 


The Busier You Are, Doctor, 
The More You Need 


URBO-JET 


Makes Your Work Faster and Safer, 
Easier on You and Your Patient 


Intensive research over 20 years has proved conclusively 
the clear advantages of using high rotary speeds for cut- 
ting teeth in operative procedures. 

TURBO-JET cambines high speed with low torque and 
no vibration . . . enables the dentist to work more 
rapidly and more efficiently . . . with less fatigue, mental 
as well as physical, for both operator and patient. 


45,000 RPM—tor Faster, More Efficient Cutting. 


Leow Torque—Permits Light Cutting Pressure and Per- 
fect Control, hence Greater Safety. 


Mydravile Drive—Eliminates Vibration—a Primary 
Source of Patient Discomfort. 


Built-In Sprey—Compact, with Pin-Point Directional 
Control. 


Plastic Bearings—Water-Cooled, No Lubrication 
Needed. 


Portable and Self-Contained—No Plumbing Con- “JADA Vol. 47. P. 324-329, Sept. 


1953. NELSEN, R. J., D. D. S.: 
nections, Just Plug It Into an Electrical Outlet, PELANDER. C. E.: KUMPALA. 


No Maintenance Problems—No Factory Servicing J. W.: Hydraulic Turbine Contra 
Needed for Years. Angle Handpiece. (Reprint on 


request). 
Complete variety of high-speed diamond instruments 


available—5 included with each TURBO-JET, also extra “JADA Vol. 52, P. 426-428, April 
set of bearings and turbine. 1956. PHILLIPS, R. W., M. S.; 


PAFFENBARGER, G. C., D.D.S.: 
Research on Dental Materials. 


ASK FOR DEMONSTRATION 
Consult Your Dealer or Write Direct to: 


BOWEN & COMPANY, ING. 


| 
| 
4 is 


Not all new denture patients have the 
ability or persistence to master suc- 
cessfully the problem of adaptation. 

For many, the inevitable problem 
must be helpfully eased, lest appre- 
hension and awkwardness lead to 
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/ AGAINST TH ENTURE 

& in many cases: 

atient ea 

q 4 sychological 

allure 

| 

WERNE!, 

= pow? 

a x. ror rare’ 

— 
POWDER. 


HAZARD 


“psychological failure”, with persis- 
tent complaints of discomfort and in- 
stability. 

The sympathetic dentist can wisely 
anticipate this PF hazard, by recom- 
mending the use of Wernet’s Powder. 
Retention and stability are effectively 
enhanced by its soft, resilient cushion 
. .. and self-confidence gets just the 
lift it needs. Added comfort helps, 
too, through the absorption and dis- 
tribution of unaccustomed pressures 
on sensitive tissues. 

All patients will appreciate this 
practical suggestion—especially those 
with anatomical or emotional difficul- 
ties. Indeed it may often prove indis- 
pensable if they are to achieve “den- 
ture wearer” satisfaction. 


WERNET DENTAL MFG. CO., INC. 
Jersey City 2, N. J. 


FREE PROFESSIONAL SAMPLES 


WERNET DENTAL MFG. CO., INC. 

Jersey City 2, N. J. Dept. 17-A 

Please send me professional samples of 
Wernet’s Powder. 


Dr. 


City. 
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JANUARY, 1957 


The ancient Egyptian custom of mum- e. 

mifying the dead has preserved inter- “i 

esting evidence of the poor dental 

f health largely prevalent at that time. ' 

In the earliest periods, the teeth of the z 
poorer classes were badly worn, with 

j exposed pulp and alveolar abscesses, 

caused by coarse food mixed with f 
sand. Caries however did not become 

' common until the luxurious times of 

ft the Pyramids (about 2500 B.C.); and, 

f in the declining days of the later 

f dynasties are found many abscessed 

f cavities and teeth which are loose, 

t diseased and almost destroyed by car- 

ies. Evidence of dental practice is . 

almost non-existent. i 


pee 


Showmanship in 18th century dentis- 
try had one of its most successful ex- f 
* ploiters in the person of the Parisian 
tooth-drawer “Big Thomas”, whose 
dazzling, gold- braided scarlet coat, fan- 
tastically plumed hat, and necklace of 

teeth made him famous through all 

Paris, if not all France. To celebrate 

the birth of the Dauphin in Septem. 

ber, 1720, he announced that he would 

pull teeth gratis for two entire weeks; 

and on September 19 would provide a 

feast and free souvenirs to all comers. 

He died in 1757, leaving a fortune of 
55,000 pounds, 


The Hindus of India have a centuries- 
old reputation for wisdom in matters 
of oral hygiene. Almost 2,500 years ago, 
a Greek scholar co. ‘ed a recipe for 
sweetening the breat.. with the words, 
“It is known under the name of ‘Indian 
medicament’.” Were the author alive 
today, he might well rejoice in the ex- ! 
istence of a new “Indian medicament”, 
Gum karaya, refined by modern labo- 
ratory science to form the basic ingre- 
dient of Wernet's Powder. 


| 
| (Please Print) | 


A-42 


***x a more perfect union 


* 


xxx of porcelain and precious metals 


PERMADENT 


permanent porcelain crown and bridge work 


* ACROSS THE UNITED STATES, 150 leading dental laboratories in 
65 cities are daily providing thousands of doctors with Permadent 
restorations — the finest prosthetic work ever developed, and the 
greatest practice-builder. Only a PERMADENT-CERTIFIED LABORA- 
TORY can guarantee you the unique success with patients derived 
from combining the fit and strength of precious metals with the 
beauty and function of porcelain on all surfaces. For literature, 
write to: 


PERMADENT PRODUCTS 
1780 Broadway, New York 19, N. Y. 


4 

3 

4 

a 
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SPACE MAINTAINERS Using 2.M. Combination Tru-Spot 
Welder and Soldering Machine and R.M. Tru-Chrome Space Maintainer 
Materials, you can fabricate fine, precision maintainers —direct—in 


one sitting at a great saving to you and your patients. 


New Rocky Mountain Techni- 
que Booklet, “Tru-Chrome and 
Tru-Spot Welders in Dentistry 
for Children,” gives complete 
descriptions and illustrations 
on the finest in modern mate- 
rials and procedures for ex- 
tending basic dental care to 
more children. Contact your 
R.M., Participating Dealer and 
write for booklet. 


ROCKY MOUNTAIN 
METAL PRODUCTS CO. 


P. ©. Box 1887 
Denver 1, Cole., U. $. A. 


R.M. Model 32-A 
Dental Weld 
$59.50, for con- 
ventional re- 
quirements. 


Although 
primarily an 
orthodontic 
welder, this 
machine is preferred by 
many, because of its hand 
soldering unit and added versatility. 
Deluxe Model $491 $115.00 


THE NEW 


JUMBO SIZE] 


AMALGAM 
CARRIER 


Ask your dealer or 
write for details on com- 

plete Rower line of Amal- 
gam Carriers: single end, 
regular or large; double end, 
regular and large on one corrief. 


RUST-PR 
STAINLESS 
STEEL 


ROWER DENTAL MFG. CORP. Boston 16, Mass. U.S.A. 


TO MAKE 
ESPECIALLY FOR LARGE FILLINGS 
S MORE | 
AMALGAM 
REGULAR 


for 
caries-active 
patients 


NON-CARIOGENIC 


Sugarless 


Sold through drug, department and 
health food stores. Samples and liter- 
ature on request. Please give drug- 
gist's name, address. 

AMUROL PRODUCTS COMPANY 
116 S. MICHIGAN AVE., CHICAGO 3, ILL. 


in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 


@ HOURS) 24 


' ? 5 4 $ 6 ? 


DECALCIFICATION BEGINS AT pH 5.3 


As shown above, pH of carries-active saliva in 
vitro remains in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with sugor 
gum the pH drops to the acid level under the 
same conditions. 
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NEW BOOK 


Rutledge & Winsor— 


THE DENTAL 
BUSINESS OFFICE 


By C. EDWARD RUTLEDGE, D.D.S. 
and EDWARD H. WINSOR 


How to increase your business efficiency 
and income! In this book a dentist and 
a dental business manager share their own 
ethical, highly successful methods for ef- 
fective management of large and small 
offices. Subjects include financial ar- 
rangements, credit policies, bookkeeping, 
recalls, purchasing, collections, and other 
important discussions on how to solve den- 
tal business problems. 


New. 152 Pages. $3.50 


NEW 7th EDITION 


McCoy & Shepard— 


APPLIED 
ORTHODONTICS 


By JAMES DAVID McCOY 
M.S., D.D.S., F.A.C.D. 


Formerly Professor of Orthodontics, School of 
Dentistry, University of Southern California, 
Los Angeles 


In collaboration with 


EARL E. SHEPARD, D.D.S., F.A.C.D. 


Professor of Orthodontics, School of Dentistry, 
Washington University, St. Louis, Missouri 
Both beginners and experienced ortho- 
dontists will find that this is a complete 
text on the fundamentals of the subject. 
For this edition, the work has been revised 
and brought fully up to date. All of the 
newer concepts found helpful in practice 
are included. There are many new illustra- 

tions and nine full page plates. 


New 7th Ed. 336 Pages. 212 Illustrations 
and 9 Plates. $7.50 


LEA & FEBIGER 


Washington Square, Philadelphia 6, Pa. 


| 

LT 

4 

q 
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SPECIALTY 
ADVANCED PROGRAM QUALIFIES 


U.S. AIR FORCE DENTAL OFFICERS 
FOR SPECIALTY BOARDS 


Regular officers in the U. S. Air Force Dental Service now have the opportunity to qualify for 
valuable specialty training in Oral Surgery, Periodontia, Prosthodontia, or Oral Pathology. 
This specialty training, given in civilian institutions under the auspices of the U. S. Air Force 
Dental Service, may ultimately lead to a MS degree and eligibility for one of the American spe- 
cialty boards. 

As a DDS or DMD and a Regular Officer, you have the opportunity for this specialized 
training. For details of the requirements necessary for appointment as a Regular Air Force 
Dental Officer, and for your opportunities for professional advancement through specialty train- 


The Su sana 
U S Headquarters USAF, Washington 25, D. C. 
Please send me complete information on my opportunities for specialty training in 


AIR FORCE 


DENTAL | 
SERVICE | “= 
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WITH SOLID NYLON HANDLES 
AND TARNO POINTS 


Solid, natural nylon handles and stainless steel points make 
dentists prefer these Elevators. The nylon handles are an 
S. S. White exclusive for better balance and handling. They 
won't fill up with water during sterilization. And, because 
there is no plating, there is no peeling. Even after long use, 
these elevators keep bright and new looking. You can 
sterilize them in boiling water, autoclave and cold solu- 
tions. Purchase forceps — and elevators — from your 
S. S. White Dealer. 


THE S.S. WHITE DENTAL MANUFACTURING CO. 
Philadeiphia S&S, Pa. 


Fue S.S. WHITE FORCEPS WITH A NEW FINISH 


Boiling won't rust these strong, specially finished 
steel beaks and handles. Sterilization won't dim or 
discolor them. They're S. S. White forceps—made 
to stand stresses far beyond normal. 


Wwe S.S. WHITE ELEVATORS 
| 
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HIGHLY 
Accurate 


NO 
Fixing Solutions STRONG 


® 
ALGINATE IMPRESSION POWDER 


EXCELLENT 
Stone Surface NO 
Excessive Flow 


UNUSUAL 
Elasticity 


For your most successful experience in taking impressions 
for full and partial dentures, and orthodontic appliances, use 
KALGINATE—the always dependable alginate inrpression material. 


as KALGINATE is the very essence of This unusual advantage eliminates the 
accuracy. It reproduces every detail of danger of breaking isolated teeth dur- 
the desired oral area. ing separation. 

QDKALGINATE hasexceptional strength  QEYKALGINATE has a fine, smooth tex- 
and consistency. It will not sag even in ture. Models poured in plaster or stone 
cases having deep vaults and undercuts. have excellent hard, even surfaces. 

ae KALGINATE has no excessive flow. QD xaicinate is easy to use. Requires 
Its ideal firmness in the tray makes it NO FIXING SOLUTIONS, pills or pow- 
pleasant to work with. ders. This is a real convenience and time 

saver. 

aD KALGINATE will remain elastic for 
at least 60 hours! You do not have to Available through dealers in BOXES of 
separate the impression from the mod- 12 ENVELOPES (Full Portion); BOXES 
el immediately, but can delay separating of 18 ENVELOPES (Half Portion); and 
overnight, or for as long as a week end. CANS (25 Full Portions in Bulk). 


7512 SOUTH GREENWOOD 
CHICAGO 19, ILLINOIS 
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prove Baking Soda can be 
recommended with confidence 


FREE Children’s Booklets—We would like to 
send you children’s booklets for your waiting 
room. They are approved by leading educa- | 
tors. Just write to us at the address below. / 


70 Pine Street a 


New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 


(2 
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: Accepted by the American Dental canaaliie ao Sodium Bicarbonate U.S.P. 
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To the future... 


A young woman needs the help of those 
concerned with human welfare. . . to 
build and maintain a healthful future for 
herself and her children. 

A good diet is needed before preg- 
nancy to insure optimum growth of all 
tissues and adequate storage of calcium 
in the skeleton . .. and during pregnancy 
to prevent any undue nutrient loss from 
maternal tissues, and to permit storage 
of nutrients in the body of the growing 
infant. Nutritional supplements are gen- 
erally neither effective nor economical 
substitutes for a good diet and do not 
provide opportunity for correction of 
faulty eating habits. Their use without 
evidence of deficiencies requires critical 
appraisal by obstetricians, according to 
conclusions of a team of scientists who 
studied dietary intakes of more than two 
thousand pregnant women, evaluating 
health and nutritional status of mothers 
and infants. 

Among 404 pregnant women on mar- 
ginal diets, incidence of prematurity was 
found to be greater among those whose 
nutrient intakes were lowest. Of 227 
mothers whose diets were rated best, 4 


per cent of the infants were premature. 
Of 177 mothers whose diets were rated 
poorest, 9.6 per cent of the infants were 
premature. The diets of these women 
were particularly low in calcium because 
of a low milk intake. 

Four cups of milk each day during 
pregnancy .. . and six cups during lacta- 
tion ... to drink . . . used in food prepara- 
tion . . . as cheese or ice cream .. . will 
provide most of the calcium needs of 
these reproductive periods . . . and gen- 
erous quantities of high quality protein 
and other essential nutrients. 

In planning meals for the mother-to- 
be, milk and milk products are founde- 
tion foods for good eating and good 
health. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritatwe medical opinion. 


Since 1915 . . . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal Street - Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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A 
1S OUR CONSTANT OBJECTIVE is: 
To provide the best possible prod- 
Nes | ucts and services to the dental << 
| of the Justi organization . 
SCIENTIFICALLY — through continuing 
basic research 
Jechnically... 
ESTHETICALLY — through efforts to 
disguise artificiality { 
No wonder Justi ‘eads the field! | 
3 H. D. JUSTI & SON, INC. ba 
Products fr Beller Dentistry 
PHILADELPHIA 4, PA. 
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Pentids... 
proved by five 
years’ experience 
in millions of cases 
... Millions of doses 


adjunctive therapy for the more common dental infections 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


dosage: Natural Bristle 
s Brushes Available: 
Squibb Angle Toothbrushes, 
s 2 or 3 row natural 
: bristle, are available 
for your patients at 
all pharmacies. 


SQUIBB the Priceless Ingredient 


is A TRADEMARK 


4 
‘ 
fee tim 
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For complete information regarding benefits, requla- 
tions and semi-annual rates, communicate with the 
Trustee of the Policy, Dr. Paul Zillmann, 29 Walden 
Avenue, Buffalo 11, New York—or—with M. A. Gesner, 
Inc., 216 East Superior St., Chicago 11, Illinois. 


Issued exclusively by 


worked hard to reach 
your present income. 
Protect it with 
adequate accident and 
health insurance. 


APPLY NOW 


for American Dental Association 
Group Accident and Health 
Insurance, and enjoy the peace 

of mind that comes from knowing 
that income is assured 


if you become ill or disabled. 


ENROLL NOW 


while you are in good health... 
your insurable status may change 
at any time. 


NATIONAL CASUALTY COMPANY OF DETROIT 
through M. A. Gesner, 1Nc., 216 E. Superior St., Chicago 11, WH 3-1525 


Since the National Casualty Company's plan of acci- 
dent and health insurance is now in effect in New York, 
New Jersey, California, Utah and Nevada, the Asso- 
ciation Plan is not available in those states. 
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NEW BOOKS (fe t4e NEW YEAR! 


Here are listed the latest releases from the 
MOSBY Press — titles that you can ill 
afford to be without. Now is the ideal time 
to add these “working tools” to your li- 
brary. Start the New Year off right by 
resolving to KEEP ABREAST OF THE 
TIMES. This you can do with these new 
and dependable releases. 


e “A SYMPOSIUM ON PREVENTIVE DENTISTRY” — Edited by 
JOSEPH C. MUHLER and MAYNARD K. HINE. 270 pages. Published 
November 1956. Price, $6.75. 


@ “PEDIATRIC DENTISTRY” — By M. MICHAEL COHEN. 610 pages, 
illustrated. 1957 Release. Price, $14.75. 


@ “PERIODONTAL THERAPY” — By HENRY M. GOLDMAN, SAUL 
SCHLUGER, and LEWIS FOX. 565 pages, 190 text illustrations, 100 
plates. Published 1956. Price, $18.75. 


e “THE PHYSIOLOGICAL FOUNDATION OF DENTAL PRAC- 
TICE” — By L. L. LANGLEY and E. CHERASKIN. 2nd Ed. 587 pages, 
192 illustrations. Published 1956. Price, $9.75. 


e@ “PHARMACOLOGY AND ORAL THERAPEUTICS”—By EDWARD 
C. DOBBS. 11th Ed. 574 pages, illustrated. Published 1956. Price, $9.00. 


e@ “REVIEW OF DENTISTRY” — Edited by JAMES T. GINN. 2nd Ed. 
997 pages, published 1956. Price, $8.00. 


© “ORAL HISTOLOGY AND EMBRYOLOGY” — Edited by BALINT 
ORBAN. 4th Ed. 400 pages, 269 illustrations, 4 color plates. 1957 Release. 
Price, $9.00. 


USE COUPON TO LIST TITLES YOU WANT SENT NOW! 


THE C. V. MOSBY COMPANY, 
3207 Washington Blvd., 
St. Louis, Missouri Date 


Gentlemen: Send me the following 


() Check Enclosed (Postage Paid) (0 Charge my account (Plus Postage) 
Dr Street 
City. Zone. State. 
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The 
Contribution 
of 


to Childhood Nutrition 


“Children reared on nutritionally adequate 
diets have many advantages over those 
reared on poor diets. These advantages in- 
clude: better growth and development; 
greater strength and vigor; and more evi- 
dence of good general nutrition.’! The 
nutritional status of millions of American 
school children has been enhanced signifi- 
cantly by enriched bread during the past 
fifteen years, and for these reasons: 
Enriched bread contains thiamine, ribo- 
flavin, niacin, calcium, iron, and protein. 
All have made important contributions to 
the reduction of deficiency diseases traced 
to the lack of these nutrients. Many author- 
ities cite the virtual elimination of deficiency 
diseases in recent years as impressive evi- 
dence of the role enriched bread has played.? 
Enriched bread, containing added nonfat 
dry milk, provides a highly nutritive pro- 
tein combination derived from three sources 
—flour, milk and yeast—with milk and 
yeast proteins supplementing the flour pro- 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE + CHICAGO 6, ILLINOIS 


tein. These proteins not only contribute to 
the maintenance and repair of children’s 
tissues, but also to good growth. 


Dental authorities agree that a good diet 
is an important factor in dental health. The 
complex carbohydrates present in bread— 
in contrast to the action of simple carbo- 
hydrates —do not readily diffuse into dental 
plaques and therefore are of low cariogenic 
activity.’ 

These are some of the reasons why the 
role of enriched bread, in improving the 
health of millions of American school chil- 
dren, has been referred to as one of the 
most important advancements in public 
health measures since compulsory pasteur- 
ization of milk. 


. Martin, E.A.: Roberts’ Nutrition Work with Children, 
Chicago, University of Chicago Press, 1954, p. 53. 


2. Sebrell, W.H.: Developing Modern Nutrition Programs 
Public Health Reports, United States Department of 
Health, Education and Welfare 69:277 (Mar.) 1954. 


3. Joint Report of the Council on Dental Health and the 
Council on Dental Therapeutics of the American Dental 
Association: Sugar and Dental Caries: The Effect on the 
Teeth of Sweetened Beverages and Other Sugar-Con- 
taining Substances, J. Am. Dent. A. 47:387 (Oct.) 1953. 


The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods and 
Nutrition of the American Medical Associationand found 
consistent with current authoritative medical opinion. 
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stop that 
DENTURE 
BREATH 


dentures give you and your patient a 
big extra! 


Tilon “Unidirectional” curing eliminates shrinkage 
around the teeth. No more leakage that causes 
denture breath. 


Both “clear” dentures above were put through the 
“bluing test”. The denture on the left processed by 
ordinary methods shows severe leakage. The Tilon 
denture on the right shows no leakage. 


Banish the bugaboo of dentures with TILON. 


TICONIUM 


413 No. Pearl St., Albany 1, N.Y 


DIVISION OF CONSOLIDATED METAL PRODUCTS CORP. 


/ New fact-finding information about denture ; 

| LE processing . . . the news about UNIDIREC- 
TIONAL INJECTION CURING. 
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Nol News ..... 


That natural bristled toothbrushes are back again. 
LACTONA brushes made with genuine natural bristle, in a 
full range of textures from Extra Hard to Soft, have been regu- 
larly available for professional use as well as for the drug trade. 


The first release of Government Stockpile bristle to all 
brush manufacturers was made in July of 1956. This action has 
increased the available supply of natural bristle for brushes. 
For the record, dentists will be interested in knowing that, both 
as individuals and through their organizations, documented 
statements on the essential use of bristle for toothbrushes, as one 
means of maintaining public dental health, were perhaps the 
most influential and most important single factor in bringing 
about the current releases of Stockpile bristle. 


Many distributors and vendors do not themselves manu- 
facture the brushes that they sell. LACTONA, as an actual 
brush maker, knows that toothbrushes of high quality could 
be made with bristle that has been available, for instance, 
bristle of India origin, provided that the manufacturer had the 
skill, the willingness and the desire to exert extra effort and 
expense, and at times make the sacrifice necessary to service a 
demand for natural bristle brushes arising from dental pre- 
scription. LACTONA is one of those manufacturers! 


LACTONA Toothbrushes continue to meet high standards 
of quality. The trim length on adult brushes is a full %%’". 
Textures in terms of a degree of stiffness correspond exactly 
with the markings on each handle and carton. 


The brush manufacturing industry of the United States is 
alert and conscientious in its effort to provide better tooth- 
brushes in design, style and textures, both natural bristle and 
nylon, which, in the opinion of dentists, are best suited to the 
need of the individual patient. 

Although there are methods and equipment to determine 
and test the stiffness and wearing qualities of a natural bristled 
toothbrush, perhaps the best way to evaluate the quality of one 
manufacturer’s brush as against that of another, is by the 
actual use of a toothbrush in the mouth. LACTONA not only 
suggests, but invites actual comparison. 


Lac fona JI nc orpora ted 


Saint Paul 1, Minnesota 
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For convenient, 
effective 
antibiotic therapy 


TETRACYCLINE 


Patients, universally, prefer to take 
medicine orally rather than by 
injection. ACHROMYCIN Capsules 
provide a potent antibiotic in this 
patient-accepted form. 


ACHROMYCIN Capsules are indicated 
as an adjunct to accepted dental 
techniques in extractions and 
surgery, and in the treatment of 
Vincent’s infection and bacterial 
components of gingivitis. On your 
prescription, patients may secure 
ACHROMYCIN Capsules from any 
pharmacy. Available to you from 
your usual source of supply. 


AN AID TO, NOT A SUBSTITUTE FOR, GOOD DENTISTRY 


LEDERLE LABORATORIES DIVISION PEARL RIVER, 
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FREE. For your convenience 
in prescribing, Lederle har 
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for post-surgical elimination . . . 
PHOSPHO-SODA 


(Fleet) 
During difficult extractions or other ora! 


surgery the saliva ejector is used routinely 
to draw off mucus, blood or pus. 

To hasten the elimination of such material ingested after the patient 
leaves the office many dentists prescribe gentle, prompt and 

thorough Phospho-Soda (Fleet), a clinically evaluated laxative of choice 
for more than sixty years. 


Adult Dosage: 1 tablespoonful in a glass of cold water on an 
empty stomach. Available for prescription or recommendation 
in 2%, 6 and 16 fluid ounce sizes. 


Professional samples and dard post ion instruction forms on request. 


Cc. B. FLEET CO., INC., Lynchburg, Virginia 
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TIN FLUORIDE 


(Stannous) 


caries — Continues to gain in favor 


50 — 4gramcapsulese — $5.00 
MEASURED Treatment for 12 patients with directions for preparation 


and use. 
for correct concentration . 


For Immediate Delivery by 


KING’S SPECIALTY COMPANY 
Box 240 Fort Wayne, Indiana 


| 

AOS, ) for topical treatment of children’s 

teeth to reduce the incidence of 
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Another FIRST in Improved Radiographs 
Rinn 
Snap-a-Ray 


The Rinn Snap-a-Ray affords a simple and 
effective means of producing superior intra- 
oral radiographs without either the patients’ 
or dentists’ fingers being placed in the mouth 
at any time. It also provides an excellent 
method of standardizing technique and of 
avoiding unnecessary exposure to radia- 
tion. For additional information regarding 
the Rinn Snap-a-Ray, call your dental 
supply dealer or write to 
Rinn Corporation, 2929 N. Crawford 
Avenue, Chicago 41, Illinois. 


. 
> 


LEADERS IN DEVELOPMENT OF DENTAL X-RAY TECHNIQUES AND PRODUCTS 
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Good Models Make a Good Impression on Your Patients 


FIRST impressions are often lasting. And the patient's first impression of 
your professional skill and meticulousness is very often based on the 
appearance of your study models. This is petite so when you use 
study models to describe a proposed bridge or partial. 

It is hard for a patient to reconcile the appearance of a carelessly-made 
set of study models with his vision of the beautifully natural restoration he 


expects to get. 

A neat, clean, professional-looking study model is the first step in estab- 
lishing an appreciation of your professional service and the professional fee 
it merits. Actually, it is easy to make neat, symmetrical study models with— 


COLUMBIA 
RUBBER 
MODEL-BASE 
FORMERS 


To have perfectly smooth, symmetrical, nicely finished 
per Set—! Upper and | Lower bases on your study models, simply pour plaster or 
No. RIX—Jumbo Size ...$4.75 stone into formers and mount anatomical casts. After 


fet plaster has set, a beautiful set of models is easily re- 

moved from the soft, flexible model-base formers. 
, pseab Directions tell how these formers enable you to make 
No. R3 —Small ........ 3.00 upper and lower models which occlude automatically. 
The “Jumbo-Sized" Formers (No. RIX) are recom- 

If you do not have mended for making bases on models of extra large 

our Catalog .*-. 33, impressions, such as those from alginate impressions. 
wette fer your copy today. They eliminate all boxing-up, fussing and trimming. 


Complete Instructions with each set. 


See Our Exhibit at the Chicago Mid-Winter Meeting 
COLUMBIA DENTOFORM CORPORATION 


“The House of A Thousand Models""—also Headquarters for Brown Precision Attachments 


| 133 EAST 23rd STREET 2 NEW YORK 10, N. Y. | 
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GIVE YOUR PATIENT 
FASTER PAIN RELIEF with BUFFERIN 


Wood Relieve the pain attending dental treatment—whether extrac- 
Levels after Ingestion of Aspirin tion or cavity preparation—by recommending BUFFERIN. This 
an § % a antacid analgesic acts twice as fast as aspirin. In ten minutes 
| a after taking BUFFERIN the blood salicylate levels are higher 
than those attained with aspirin in twice the time. 
_ aa i Gastric distress is almost unknown when BUFFERIN is 
/ - : taken, even in large doses, for BUFFERIN is antacid. 
4 z Your patients will appreciate BUFFERIN’s 
prompt antacid analgesic action. 
i BUFFERIN contains no sodium. 


MINUTES 10 20 30 


BUFFERIN. 


Acts Twice as Fast as Aspirin 
Does Not Upset the Stomach 


EACH BUFFERIN TABLET con- S 
tains 5 grains of acetylsalicylic acid, = 
together with optimum amounts of ee 
the antacids aluminum glycinate and 


magnesium carbonate. BRISTOL-MYERS CO., 19 W. 50 St., New York 20, New York 
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